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For you to diagnose heart disease more accurately, 
it is important to know the “why” of each dis- 
order. This new book, with its physiologic ap- 
proach, gives a clear and realistic picture of the 
mechanisms behind cardiac diseases and the way 
disease processes produce various signs and symp- 
toms, New concepts and methods make this work 
of special value to every osteopathic physician 
seeking earlier and more accurate diagnoses. 


The five sections of this book completely cover 
basic principles of normal and abnormal function, 
diagnostic techniques, and the application of these 
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to diagnostic problems. Section I deals with the 
anatomic, physical and functional aspects of the 
cardiovascular system: section II covers regulation 
of the peripheral vascular system; section III an- 
alyzes the factors important in congestive heart 
failure; the latest diagnostic techniques are found 
in section IV; and in section V you are shown 
how to apply all previous knowledge to the ac- 
tual clinical problems you encounter. Numerous 
schematic illustrations help you visualize impor- 
tant points and new concepts. 

By ROBERT F. RUSHMER, M.D., Associate Professor of Physiology 


and Biophysics, University of Washington Medical School. 447 pages, 
614”x10”, with 239 illustrations. $11.50. New! 
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THREE GENERATIONS OF DOCTORS 


HAVE PRESCRIBED ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, doctors have consistently prescribed SAL HEPATICA for 
prompt relief of intestinal stasis. When SAL HEPATICa is taken one- 
half hour before supper, relief is obtained before bedtime. When 
taken before breakfast results are usually achieved within an hour. 


SAL HEPATICA acts so promptly because it is antacid and efferves- 
cent, lessening the emptying time of the stomach. Its osmotic action 
draws water into the intestine, providing a fluid bulk which is a 
prompt but gentle stimulus to evacuation. 


Pleasant-tasting SAL HEPATICA acts without griping. Being antacid 
it relieves the hyperacidity frequently accompanying constipation. 
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Constellation I 
When the work load is HEAVY 


Because 


You can work faster with it 

You can do every radiographic job through 180° 

You can use whatever spotfilmer you like 

You get maximum radiation protection 

You have ideal conditions for “team procedures” 
—even in close quarters 


Centurion Ii 
When the work load is MODERATE 


But still 


You have to be ready for almost any job 

You want free choice of tubes and spotfilmers 

You need dependable reliability 

You deserve the prestige of quality and 
appearance 


You have to keep within a modest budget 


PICKER X-RAY 
25 South Broadway, 
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Dual-Powered 


for Renal Pain Relief 


Chimedic 


In urinary tract infections, URISED’s double-quick 
and dual-powered formula provides instant pain relief and 
prolonged effectiveness. 


RELAXES SAINFUL In minutes—URISED relaxes and relieves painful smooth muscle 
MUSCLE SPAS™ spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 


PROVIDES POTENT Jn minutes—URISED’S methenamine, salol, methylene blue 
BACTERIOSTAS!IS and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 

encourage healing. 


AGTIVE AGAINST URISED’s double-quick antispasmodic and pain-relieving 
ALL SYMPTOMS action is coupled with similar swiftness in relieving urgency, 
dysuria, frequency, and burning. 


URISED may be confidently prescribed for treatment of Cystitis - 
Pyelitis - Prostatitis + Urethritis - Other Urinary 
Infections » There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 


CHICAGO PHARMACAL COMPANY 


SUPPLIED: Bottics of 5547 N. Ravenswood Ave., Chicago 40, Illinois 
400, 1000, 2000 


Pacific Coast Branch Southern Branch 
381 Eleventh St., San Francisco, Calif. 240 Spring St., N.W., Atlanta, Ga. 
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from disability to dexterity 


Acetycol brings welcome relief quickly to 
the patient suffering from arthritis and re- 
lated rheumatoid diseases. As Acetycol in- 
creases the range of pain-free movement, 
the patient, freed from the twin taskmasters 
of pain and rigidity, is able to resume many 
of his normal activities. 


The sustained effect of Acetycol is based on 
the relationship between aspirin and para- 
aminobenzoic acid. A relatively low dosage 
of aspirin produces high salicylate blood 
levels in the presence of PABA. The effec- 
tiveness of Acetycol in gout or cases of a 
gouty nature is due to the inclusion of sali- 
cylated colchicine. 


Acetycol 


Acetycol also contains three important vita- 
mins, often lacking in older and rheumatic 
patients: ascorbic acid, to prevent degenera- 
tive changes in connective tissues; thiamine 
and niacin, for improved carbohydrate utili- 
zation and relief of joint pain and edema. 
Usual dosage —1 or 2 tablets three or four 
times a day. 

Each Acetycol Tablet contains: 


Aspirin 325.0 mg. 
Para-aminobenzoic acid .......... 162.0 mg. 
Colchicine, salicylated ............ 0.25 mg. 
BOD 20.0 mg. 
Thiamine hydrochloride .......... 5.0 mg. 
Niacin 15.0 mg. 


Supplied: Bottles of 100 and 500 


TRADEMARK 


to relieve rheumatic pain 


WARNER-CHILCOTT 
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The only complete hematinic 
containing better tolerated MOL-IRON* 


the most effective iron therapy known** 


PANHEMIC 


The daily dose of 2 small capsules of Mol-lron Panhemic provides 
a therapeutic dose of Mol-lron (over 200 mg. of elemental iron) 


PLUS 


One U.S.P. Oral Unit of antianemia activity fortified with an addi- 
tional therapeutic amount (15 mcg.) of Vitamin By*** as a further 


safety factor. 
Folic Acid (5.0 mg.) and Ascorbic Acid (150 mg.) —therapeutic 
amounts for those anemias responsive to these essential hemo- 


poietic factors. 
Essential B vitamins to relieve complicating nutritional deficiencies. 


Supplied in bottles of 60 and 500 capsules. 


WHITE LABORATORIES, INC. + KENILWORTH, N. J. 


*Mol-lron is an exclusive, patented, coprecipitated complex of ferrous and 
molybdenum salts which exhibits unique advantages as a hemopoietic agent. 
**Complete bibliography on request. 

**gs derived from Streptomyces fermentation extractives. 
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Relax 


the nervous, 


tense, 
emotionally unstable: 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPIN' 


Each tablet contains: 


Reserpine 0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 


Scored tablets 

0.1 and 0.25 mg. in bottles of 100 
and 500 

1.0 mg. in bottles of 100 

The Upjohn Company, Kalamazoo, Michigan 


R r S e r Pp Ol d (Pure crystalline alkaloid) ; 
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Reserpoid’ 0.25 mg. Pe 
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for your asthmatics... 


effective, safe 


bronchodilation and sedation 


rapid relief 
unique base melts promptly after 
insertion... does not inactivate 
aminophylline... releases full thera- 
peutic dose for quick bronchorelax-' 
ant and calming action 


NOPHYLLINE WITH PENTOBARBITAL 


“Suppositories 


exclusive nonreactive base 


safer control 
© avoids gastric upsets of oral amino- 
Sadrenergics that preclude their pro- 

d use 


Préscribe.in boxes of 12: Full Strength 
Amiret Suppositories — aminophylline 

0.5 Gm. (7 gr.), sodium pentobarbital 

0.1 Gm. (1% gr.), benzocaine 0.06 Gm. 

(1 gp). Also available, Half Strength 


AMES COMPANY, INC ©BERMART, INDIANA 
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‘Dexedrine’ not only curbs appetite during weight reduction 
therapy, but also helps maintain weight loss. While on 
‘Dexedrine’ therapy, the patient becomes accustomed to a 
lowered food intake. When ‘Dexedrine’ is withdrawn, 

the adjustment to new eating habits made with ‘Dexedrine’ 


ordinarily persists. 


Dexedrine* Sulfate Am 
wy, 


(dextro-amphetamine sulfate, S.K.F.) 
Tablets + Elixir + Spansulet capsules 


made only by 
Smith, Kline & French Laboratories, Philadelphia 


first J in sustained release oral medication 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off for sustained release capsules, S.K.F. 


Patent Applied For 


M 
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Now, you can prescribe an antibiotic (Filmtab 


ae -f. P ERYTHROCIN) that provides specific therapy against 
staph-, strep- or pneumococci. Since these 
organisms cause most bacterial respiratory infections 
(and since they are the very organisms most sensitive 
CO COL Vi Z to ERYTHROCIN) doesn’t it make good sense to 


prescribe ERYTHROCIN when the infection is coccic? 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


‘Since ERYTHROCIN is inactive against gram- 


‘ negative organisms, it is less likely to alter intestinal 
with Littl flora—with an accompanying low incidence of side 
of effects. Also, your patients seldom get the allergic 
reactions sometimes seen with penicillin. Or 


off loss of accessory vitamins during ERYTHROCIN 


therapy. Filmtab ERYTHROCIN (100 


and 250 mg.), bottles of 25 and 100. Obtott 


(Erythromycin, Abbott) 


STEARATE 


Erythrocin 


®Filmtab—Film sealed tablets; patent applied for. 
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pecially constructed soft tablets 


(Softabs’) 


t Trade Mark 
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combines the 3 vitamins impor- 
tant for appetite and growth. 


UN [ Q U E ONE TABLET CONTAINS: 


OMBINATION 5 mg. 
B, ee 10 mg. 


Pleasant tasting, 


UNIQUE | specially constructed 
FORM soft tablet (Softab') 
melts in the mouth. 


akes a BIG difference 


Available at all pharmacies in bottles of 30 and 100 tablets 


THE STUART COMPANY Pasadena I, California 


(STUART) 


"THERAPEUTIC 
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in patients with colds... sinusitis... rhinitis 


orally with 
Novahistine’ 


The marked synergistic action of a vasocon- 
strictor with an antihistaminic drug provides 
marked nasal decongestion and promotes nor- 
mal sinus drainage. Oral dosage avoids harmful 
misuse of topical agents...eliminates nose drop 
rebound. Novahistine causes no jitters or cer- 
ebral stimulation. 


3 do —_ Each Novahistine Tablet or teaspoonful of 
Elixir, provides 5.0 mg. of phenylephrine HCl 

elixir and 12.5 mg. prophenpyridamine maleate. 
tablets Novahistine Fortis Capsules contain twice the 
fortis capsules amount of phenylephrine for those who need 
greater vasoconstriction. 


PITMAN-MOORE COMPANY Division of Allied Laboratories, luc, Indianapolis 6, Indiana 
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... for a fresh outlook .. 


in your “well” patients who feel sick. 


These are your patients: Prominent in your practice are those pa- 
tients not demonstrably ill, but always below par — mentally, physi- 
cally, emotionally. These are your ‘‘problem patients.” How to treat 
them? Hirsch’ has furnished a clue. He points out an ever present 
condition: 
‘*’..a depletion of energy up to or beyond 
the body’s ability to spring back.” 


The fatigue syndrome is often linked with subnormal muscle and 
nerve phosphocreatine readings.’ Betasyamine, containing betaine 
and glycocyamine, precursors of phosphocreatine, steps up these 
levels to normal, thus tending to restore and maintain the dynamic 
energy balance. Containing no unphysiologic sedative or stimulant 
drug, Betasyamine offers promise wherever increased burdens and 
strains have undermined the energy reserve. 


Fatigue and depression frequently result from the rigid therapeutic 
and dietary programs required in diabetes allergy and obesity man- 
agement. Difficult postsurgical and obstetrical periods — prolonged 
infectious sieges — keep patients discouraged and debilitated — un- 
able to “spring back.” Betasyamine, included in the recovery pro- 
grams of these and many other conditions characterized by low 
energy states, provides welcome relief from depressing and taxing 
exhaustion. Betasyamine helps to create a new mood... for a 


fresh outlook. 


Average Dosage: 3 Effervescent Packets; 3 tablespoonfuls Emulsion; or 15 Tablets: (three times daily at mealtimes). 
Supplied: Effervescent Packets (new) — 24's; Emulsion — 16 fl.oz.; Tablets — 200's. 
1. Hirsch, S.: New York J. Med. 55:1170 (April 15) 1955. 2. Dixon, H. H.; and others: West. J. Surg. 60:327 (July) 1952). 


Amino Products Division ¢ International Minerals & Chemical Corporation ¢ Chicago ¢ San Francisco 


for a fresh outlook 
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Each ROETINIC capsule contains: 


Intrinsic Factor-Vitamin 
Concentrate. . . . . .10U.S.P. Oral Unit 


corbic Aci 
one formula: Molybdenum Oxide (as the Trioxide) . . 1.5 ~4 
Cobalt (as the Gluconate) . . . . . O5mg. 


Copper (as the Gluconate) . . . . . O.5mg. 
Manganese (as the Gluconate) . . . . @.5mg. 
Zinc (as the Glucenate) . . . . . . OSmeg. 
Supplied: Bottles of 30 and 100 soft, soluble cap- 
sules. On your prescription only. 


one dosag ee One capsule daily 
for all treatable anemias... 


ROETINIC 


The most potent hematinic 
your patient can need 


Chicago 11, Mlinois 


*Trademark 
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| Cough 


Romilar ‘Roche! is at least 

as effective as codeine in 
relieving cough -- but it does 
not constipate and is not habit- 
forming. 10 mg Romilar® equals 
15 mg (1/4 gr) codeine, Romilar 
is available as a syrup, in 


tablets and as an expectorant. 
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eeeare prescribing Gantrisin® 
"Roche, ' ‘Why? Because they've 
found that this single, soluble ~~ 
wide=spectrum suifonamide-is 
usually both effective and 
well tolerated. There are over 
300 references to Gantrisin in 
recent medical literature. | 
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Relaxed 
but awake 


In emotional and nervous disorders, 
Mebaral exerts its calming influence 
without excessive hypnotic action. 


Mebaral is also a reliable anticonvulsant. 


INDICATIONS: 
Because of its high degree of sedative 
effectiveness, Mebaral finds a great field 
of usefulness in the regulation of 
agitated, depressed or anxiety states, 

as well as in convulsive disturbances. 
Specific disorders in which the calming 
influence of Mebaral is indicated 

include neuroses, mild psychoses, nervous 
symptoms of the menopause, hyper- 
tension, hyperthyroidism and epilepsy. 


Mebara 


Tasteless TA 


Sedative: 

32 mg. (% grain) and 

new 50 mg. (% grain) 
Antiepileptie: 

0.1 Gm. (1% grains) 

and 0.2 Gm. (3 grains) 


LETS 


WINTHROP LABORATORIES New York 18, N.Y., Windsor, Ont. 


Meboral, trademark reg. U.S. & Canada, brand of mephobarbital 


— 
‘ 
4 
| 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


aa 


an asset to therapeutic diets 


Attention to the nutritional requirements 
of patients effectively supplements medical 
procedures in helping reduce mortality 
rates and in shortening convalescence. A 
state of good nutrition enhances resistance 
to disease, increases the capacity of tissue 
for repair, and promotes morale. 


Nutritional Advantages 
Because of its enrichment and its nonfat 
milk solids content, the average enriched 
bread supplies valuable amounts of good 
quality protein, thiamine, riboflavin, niacin, 
iron, and calcium. Its protein functions for 
growth, repair, and maintenance. Its calories 
help to spare protein for specific protein uses 
and contribute to energy needs. 

The table (right) points up how effectively 
6 slices participate in providing good nutri- 
tion in illness and convalescence. 


Physiologic Advantages 

Soft and open in texture, enriched bread 
is easily masticated and swallowed. It is 
promptly and thoroughly digested. Its ap- 
petizing eating qualities reflexly incite the 
digestive processes. Producing insignificant 
amounts of smooth inert residue, it does not 
irritate the gastric or intestinal mucosa. 


Dietetic Advantages 

In either fresh or toasted form, enriched 
bread adds to the eating pleasure of meals. 
Neutral in flavor, it blends well with other 
foods. When appetite lags, sandwiches in- 
cluding a wide variety of foods— meat, 
poultry, eggs, cheese, salad preparations 
and various spreads— give zest to eating as 
well as needed nourishment. 

These advantages—nutritional, physio- 
logic, and dietetic—establish enriched bread 
as a valuable asset in therapeutic diets. 


Contribution of 6 Slices of Enriched Bread 


Percentages of 
and Calories Allowances” 


11.7 Gm. 18% 
0.33 mg. 22 
3.0 mg. 20 
0.21 mg. 13 


Nutrients 


Protein 
Thiamine 
Niacin 
Riboflavin 


3.3 mg. 28 
122 mg. 15 


Iron 
Calcium (average) 


Calories 379 13 


*Percentages of daily allowances for 143 Ib., 67 in. tall fairly 
active man of 45. Recommended Dietary Allowances, 
Washington, D.C., National Academy of Sciences— 
National Research Council, Publication 302, 1953. 


The nutritional statements made in this advertise- 
ment have been reviewed and found consistent with 
current medical opinion by the Council on Foods 
and Nutrition of the American Medical Association. 


AMERICAN BAKERS ASSOCIATION 20 North Wacker Drive « Chicago 6, Illinois 
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NOW- EFFECTIVE STEROID HORMONE 
THERAPY OF RHEUMATIC AFFECTIONS 
WITH GREATER SAFETY AND ECONOMY 


Robins 


Clinical evidence 
indicates that, in 
Pabalate-HC, the 
synergistic antirheu- 
matoid effects of 
hydrocortisone, 
salicylate, para-aminobenzoate, and ascor- 
bic acid achieve satisfactory remission of 
symptoms in up to 85% of cases studied 


—with a much higher degree of safety 


—even when therapy is maintained for 


long periods 
ortisone (alcohol) .......... 
—at significant economy for the patient 
AVAILABLE 
Each tablet of Pabalate-HC contains 2.5 FOR YOUR © 
mg. of hydrocortisone — 50% more potent PRESCRIPTION 


than cortisone, yet not more toxic. NOW 


A. H. ROBINS CO., INC. RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


: 
Pabalate |wit. | 
nyar COT isone 
q 
— 
In eae! 
Hydroe 
Potassi | 
Ascorbi 
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In all your pregnant patients 
1. Diet is important 
2. ...and so is adequate supplementation 
for prenatal vitamin-mineral protection, 


choose between 


new, phosphorus-free 


Natalins-PF 


Mead [phosphorus-free| prenatal vitamin-mineral capsules 


Contain calcium...no phosphorus 


Natalins’ 


Mead prenatal vitamin-mineral capules 


Contain both calcium and phosphorus 


Both alike in patient acceptance 


SMALL SIZE...easy to swallow 
SMALL DOSAGE... just 1 capsule t.i.d. 
» ECONOMICAL, TOO! 


SYMBOL OF SERVICE IN MEDICINE 
MEAD JOHNSON & COMPANY + EVANSVILLE 21, INDIANA 
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RAPIDLY EFFECTIVE | 
BROAD-SPECTRUM ANTIBIOTIC THERAPY 


WELL TOLERATED... 
BY THE INTRAMUSCULAR ROUTE 


“IN CHILDREN, GASTROENTERITIS, CROUP, 
MENINGITIS, AND INFECTIONS COMPLICATING 
CERTAIN SURGICAL CONDITIONS MAY BE 
ADEQUATELY TREATED BY ITS USE AND IT IS 
... JA] DRUG OF CHOICE: WHEN ORAL 
MEDICATION IS NOT POSSIBLE."* 


"Schaefer, F. H.: Ohio State M. J. $1:347 (April) 1955. 


Single-dose vials providing 
100 mg. crystalline oxytetragycline 
pochloride, 5 per cent 
agnesium chloride and 
procaine hydrochloride. 


PFIZER LABORATORIES," Division, Chas. Pfizer,é Co., Inc., Brooklyn 6, N.Y. 
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“A neglected diagnos, . now simplified with... 


THE 
DISPOSABLE UNIT 


*”Probably no other office procedure except blood pressure determination 
in the adult gives as high a percentage of positive diagnostic information.” 
— JI. La. St. Med. Soc., 106:356, Sept. ‘54. 
It is now a simple matter to prepare patients for proctoscopic or sigmoidcscopic 
examination during an office visit. The Fleet Enema Disposable Unit is superior in 
cleansing effect to a tap water or saline enema of one or two pints and less 
irritating than a soap suds enema. Thorough left colon catharsis, with minimal 
discomfort to the patient, is usually a matter of only four or five minutes. 
: : Each 414 fl. oz. disposable “squeeze bottle” contains, per 100 cc., 16 gm. 
—w sodium biphosphate and 6 gm. sodium phosphate ...an enema solution of 


in __ Phospho-Soda (Fleet)... gentle, prompt, thorough. 
x 1869 d “Phospho-Soda”, “Fleet” and “Fleet Enema” are registered trade-marks of C. B. Fleet Co., Inc. 


B. FLEET CO., ING. LYNCHBURG, VA. 


: 
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...with irritating discomforts of 


common upper respiratory infections... 


...quick and effective relief with 


lista 


Each scored tablet contains: | 
Clistin Maleate, (Carbinoxamine | | } 
Maleate, McNeil) | McNEIL 
Acetylsalicylic Acid 230 mg. (3% gr.) 
Acetophenetidin 150 mg. (2% gr.) LABORATORIES, INC. 
Caffeine 30 mg. ( % gr.) Philadelphia 32, Pa. 
— colored yellow — 


Clistanal tablets—100s and 1000s 
“Trademark 
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row... 


a new fortified CORICIDIN 


for an extra measure 
of relief and comfort 
even in severe colds 


; 
Ns 


fortified with vitamin C for 
stress support and with 
methamphetamine hydrochloride 
to combat “cold doldrums”’ 


Each red and yellow capsule provides: 


Chlorprophenpyridamine maleate . . . . . 4 mg. 


Methamphetamine hydrochloride ..... - 1.25 mg, 


On ¥} and cannot be refilled without your permission. 
Bottles of 100 and 1000. 


Coricip1n,® brand of analgesic-antipyretic. 


— g 
| 
| 
= 
| 


~= 
: 
< 
q 
, 


Journal A.O.A. 
January, 1956 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


CARNATION INSTANT 


provides a new way 
to help overcome resistance 
to nonfat milk 


Exclusive award-winning* 
CRYSTAL FORM of nonfat dry milk 


Your patients will enjoy Carnation Instant because 
it combines delicious fresh flavor with great 
convenience. The new crystals process does not 
scorch milk sugars and results in a product 

that is both fresh in flavor and truly instant, even 
in ice-cold water. 

May be prepared by the single glassful and enjoyed 
immediately. Then, too, for the patient who 
prefers a heavier beverage or is on a restricted 
liquid intake, the physician may recommend 
“self-enriched” Carnation Instant, richer in 
flavor and texture—and it provides 25% 

more protein, calcium and B-vitamins 
without additional fat or liquid bulk. 


MIXES INSTANTLY: The new crystal 
form mixes instantly in ice-cold water. 
Ready to drink, or for cooking, with 
fresh milk flavor and full nonfat milk 
nutrients. 


DOES NOT CAKE: The crystal form 
stays fresh and free-flowing. Always 
handy, ready instantly. No waste. 


ECONOMICAL, AVAILABLE: Costs up to 
7¢ less per quart than bottled nonfat 
milk. Available everywhere. 


* FOR 25% SELF-ENRICHED Carnation Instant, simply 
im ~© WINNER OF TOP FOOD AWARD specify the addition of one heaping tablespoon 

& The exclusive Carnation crystals process of Carnation crystals per glass, or 4 cup extra 
received the 1955 Food Engineering crystals per quart. This 25% self-enriched 
Award as the most important advance Carnation Instant may also be recommended for 
in food processing. cooking. No special recipes needed. 
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“THE USE OF PARENZYME IN TODAY'S THERA. 
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LOW BACK PAIN | 


Announcing a 
New Principle of 
Relief with the 
Bell 

Posture 
Bridge 

by 
TRUFORM 


Patented 


Eases facet impingement in the lumbo-sacral area by means 
of entirely unique 3-point pressure. Observe in the photo 
these key features: 

Exerts Positive Forward Thrust to tilt the pelvis, by 

direct contact of the lower pressure pad with the pos- 4 S 
terior surface of the sacrum. 

Corrects Posture Defect, even excessive lordotic lumbar B = 
curvature... with the upper pressure pad acting as 


a fulcrum. 
Makes No Other Contact along the back, between the 

with Bridge’s two “piers” . . . there is no interference with the 
Anatomical Sup- positive pressure of the two pads. 
ports, this Bell Pos- =D Applies Controlled Counter-Pressure by means of 
ture Bridge is ss =" the tightly-pulled straps. 
“ : “Seeing Is Believing” ...so welcome the Truform fitter in 
rs uly from your city, Doctor, when he calls to show you this new Bell 
Appliance Posture Bridge. Only by actually examining and applying 
Dealer” this unique support can you fully appreciate its perfect 

adaptability to the relief of low back pain. Over 500 


patients... with and without sciatic involvement... have 
already proven the Bell Posture Bridge during its develop- 
ment and clinical evaluation. 


Write for “Truform Red Book,” the fuily illus- 
trated reference catalog of Anatomically Cor- 
rect Surgical Supports and Surgical Hosiery. 


anatomical supports 
3960 ROSSLYN DR., CINCINNATI 9, OHIO 
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hypertension 


hydrochloride 


{reserpine and hydralazine hydrochloride CIBA) 


Tranquilizer-Antihy periensive 


The patient whose blood pressure must come down 
shows gratifying response to treatment with Serpasil- 
Apresoline, particularly after therapy with Serpasil 
alone. Among the benefits: both systolic and diastolic 
pressures reduced; heart rate slowed; renal blood 
flow enhanced ; fewer side effects; decreased anxiety, 
stress and insomnia. 


NOTE: Priming therapy with Serpasil adjusts the patient to 
the physiologic milieu of lower pressure. 


Supplied: Tablets #2 (standard strength, scored), 
each containing 0.2 mg. Serpasil and 50mg. Apresoline 
hydrochloride; Tablets #1 (half strength, scored), 
each containing 0.1 mg. Serpasil and 25 mg. Apresoline 
hydrochloride. 


C IBA Summit,N.J. 2/220: 


MEDICAL HORIZONS Monday PM. 
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"ANTABUSE". . . “most important 


advance in the medical management of 


chronic alcoholism...” 
Feldman, D. J., and Zucker, H. D.: J.A.M.A. 153:895 (Nov. 7) 1953. 


A “CHEMICAL FENCE’ FOR THE ALCOHOLIC. “Antabuse” gives the patient a forceful and im- 
mediate reason for not drinking . . . he finds he cannot drink without experiencing extreme 
discomfort. By keeping the patient away from alcohol, “Antabuse” serves as a valuable ad- 


junct to psychotherapeutic measures. 


“Antabuse”® brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, bottles 
of 50 and 1,000. ; 


Complete information available on request. 


Ayerst Laboratories © New York, N.Y. ¢ Montreal, Canada at 


30 
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j 


guick— 
what’s a good 


B complex? 2 


As a dietary supplement: 1 or 2 tablets daily. 
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For stress, or postoperative convalescence: 2 or more tablets daily. 


Each SUR-BEX with C tablet supplies: 


with 


(ABBOTT'S B-COMPLEX TABLETS WITH C) 


Thiamine 


Pyridoxine 1 mg. 
Vitamin By (as vitamin B12 concentrate)........... 2 mcg. 
Pantothenic Acid (as calcium pantothenate)........ 10 mg. 
Brewer's Yeast, Dried.............. (2% grs.) 150 mg. 
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2.5cc. Hypertussis eliminates massive dosage in whoop- 
ing cough treatment or passive prevention. A crystal- 
clear homologous protein, 2.5 cc. Hypertussis contains 
the gamma globulin equivalent of 25 cc. of human 
hyper-immune serum. This specific anti-pertussis frac- 
tion is concentrated 10-fold to obviate the pain and 
inconvenience associated with massive dosage—giving 
you the advantage of 

“a thimbleful of dosage for a handful of baby.” 


Hypertussis will not interfere with 


the use of antibiotics where they <@@M@MS, For whooping cough prophylaxis 
may be indicated. “eee: and treatment spccify 

2.5 cc. Hypertussis is supplied in 2.5 

2.5cc. HYPERTUSSIS 


ate intramuscular injection. CUTTER Laboratories ‘ . 
 (anti-pertussis serum-human) 
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Our Noble Heritage* 


THOMAS L. NORTHUP, D.O., D.Sc. (Ost.) 


We are convened at this hour because the genius 
and great spirit of Dr. Andrew Taylor Still led him to 
seek to improve the medical practice of his day. It is 
well for us to remember that he said, “I do not claim 
to be the author of this science of osteopathy. .. . I 
ask no greater honor than to have discovered it.”* 

Many have been the attempts to define osteopathy 
adequately, and always these attempts have failed, pos- 
sibly because the infinite laws of nature cannot be de- 
fined in terms that are finite. Our knowledge of the 
forces that control the processes of growth, develop- 
ment, and maintenance of health gives us but reflected 
evidence of the universal laws that govern life. The 
more science reveals about life the greater are its 
mysteries. 

The theme of this Convention, “The Circulatory 
Diseases of Man,” is a subject about which Dr. Still 
had much to say. Among other things he said, ““When 
Harvey solved the circulation of the blood, he only 
reached the banks of the river of life.” Perhaps his 
most often quoted saying is, “The rule of the artery 
must be absolute, universal, and unobstructed, or dis- 
ease will be the result.’”* Who of us has not seen blood 
pressure climb to frightening heights when a strong 
heart muscle has pumped blood against a localized 
vasomotor block in an attempt to supply oxygen to a 
vital part?* Who has not seen this type of increased 
blood pressure drop to normal or at least to within safe 
limits upon careful reduction of structural lesions? 
Who has not seen blood pressure drop upon suitable 
treatment in the splanchnic area when a congested kid- 
ney was the cause of hypertension ? 

A fact that Dr. Still called attention to in those 
early days which is equally true today is that “With 
all the combined intelligence of man, we cannot make 
one drop of blood, because we do not know what it 
is.”> To be sure we know a great deal more about 
blood than was known in the days of Dr. Still, yet 
when a blood transfusion is needed, we still have to 
borrow blood from some human donor; we cannot 
make a drop of this vital fluid. 


_. *The Andrew Taylor Still Memorial Address, presented at the Fifty- 
Ninth Annual Convention of the American Osteopathic Association, Los 
Angeles, July 20, 1955. 


Morristown, N. J. 
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The little that we know about cause and effect 
should serve to make us all the more respectful of the 
great forces of God. These were the forces which Dr. 
Still envisioned as of first importance in the relief of 
human suffering and disease. His concept of the scope 
of osteopathy in those early days is well expressed in 
his own words: “. .. it is a great unknown sea just 
discovered, and as yet we are only acquainted with its 
shoretide.”® One of his earliest and most emphatic 
teachings was that “Disease in an abnormal body is 
just as natural as is health when all parts are in place.’” 


According to his own statements, Dr. Still had 
spent 30 years reading and following rules and remedies 
used for treatment of disease only to be disappointed. 
His autobiography records the experiences of life 
which influenced his thinking. The first of these was 
his discovery, at the early age of 10 years, that he 
could relieve a severe headache by resting the back of 
his head and neck in a low-hanging swing. Later in 
life he found that sustained pressure on a specific area 
in his back would stop his asthmatic attacks. His per- 
sonal experiences, his keen reasoning powers and, no 
doubt, divine inspiration led him to the discovery of 
the principles of osteopathy. The climax came when a 
disease, for which the physicians of that day had no 
remedy, took the lives of three of his children. 


He devoted the rest of his life to finding the laws 
of nature as they are related to the health of man- 
kind. He established the science of osteopathy, basing 
it on the philosophy that individual man is endowed 
with protective mechanisms which, if kept in good 
working order, will ensure good health through a 
normal span of life. Thus more than 80 years ago, on 
June 22, 1874, the science of osteopathy was estab- 
lished® and with it our great and noble heritage, the 
fruits of which we as a profession and the public at 
large are enjoying today. 


ORIGIN AND DEVELOPMENT OF OUR HERITAGE 


Let us think of our heritage, not as something left 
in total as a legacy that we may spend at will for a 
livelihood of ease and luxury, but rather as a diamond 
in the rough that will increase in value and attractive- 
ness as one after another of its facets is cut and 
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polished. It is a gem of increasing worth as its bril- 
liance is brought to light and its setting suitably 
wrought. The searchlight of reason will, like the ultra- 
violet ray, reveal many otherwise unseen qualities and 
make it glow with an ever-increasing brilliance. 

Like other great men of medicine, Dr. Still de- 
pended on divine aid in his search for the physiologic 
basis of health and the relief of human suffering. Paré, 
the famous French: physician, said, “I bind the wound, 
God heals it.”® Recognition of the God-given recupera- 
tive powers of the human body is reflected in the 
writings of such men as Howard Kelly, Alexis Carrel, 
Richard Cabot, and many others who have made real 
contributions to the art and science of healing. A most 
desirable combination is a physician who treats the pa- 
tient and relies on God and the natural processes which 
He instituted for healing. 


Dr. Hess, the newly elected president of the 
American Medical Association, in his inaugural address 
urged doctors to take more into the sickroom than 
medical skill. “Unless we are willing to give of our- 
selves and our faith, our science will avail us little.’’?° 
Can we as osteopathic physicians today do less? 


The establishment of our profession began with 
the first school of osteopathy which Dr. Still established 
in the fall of 1892. Dr. Still’s oldest son was probably 
the first to demonstrate that osteopathy could be learned 
and practiced by another. So effective was his practice 
with the meager training available at that time that, in 
his first years of practice in Red Wing, Minnesota, he 
was able successfully to handle an epidemic of diph- 
theria with scarcely any loss of life. 

That first school of osteopathy grew, and the pro- 
fession grew. Incomplete as was the training of the 
earliest graduates, the clinical results were so outstand- 
ing in comparison to those of ordinary medical practice 
of that day that the success of osteopathy as a separate 
school of medicine was assured. 

Medical practice in the Middle West in the days 
following the Civil War was very crude. Drug ad- 
ministration was entirely empiric, and surgery was 
usually done in the home. This was the type of practice 
on which Dr. Still turned his back in the quest of a 
more scientific approach to the relief of human suffer- 
ing. 

It should be remembered that at about the time 
that Dr. Still developed and announced his theory of 
natural immunity, Lister was developing the first anti- 
septic methods, and Koch was identifying the first 
known specific disease-producing organisms such as 
that of tuberculosis. 

There is much of modern medicine with which Dr. 
Still would agree; much of the later knowledge of 
physiology reveals the secret working of that mechani- 
cal and chemical system to which he so often referred. 
Witness the modern emphasis on raising individual 
immunity and the consideration of stress as a common 
denominator in all disease. 

Many proofs of the theory of osteopathic practice 
are to be found in modern medical texts. While we 


would not imply that the authors are in any way at- 
tempting to prove osteopathic principles, we are deeply 
indebted to them for the physiologic facts established 
by their research. It is interesting to note how some of 
the great scientific minds of this day are reaching con- 
clusions which support Dr. Still’s concept of health and 
disease. 


OUR NOBLE HERITAGE—NORTHUP 
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Last year Dr. Dubos*' of the Rockefeller Institute 
suggested a radically new approach, “. . . work not on 
the microbes but on the patient, so that the microbe- 
invaders will never have a chance to cause disease.” 
Does not this have a familiar sound? Is not this the 
basic teaching of our profession over the years? Was 
not this one of the most definite of Dr. Still’s teachings 
in those early days? 

James B. Conant,’? one of America’s best-known 
scientists and a former president of Harvard Univer- 
sity, points out that the scientist realizes that he, like 
other men, often uses methods that are imperfect and 
his knowledge is never absolute. Back of all scientific 
investigations is a concept. The refinement of the ari 
and practice of the physician by scientific methods is 
constantly leading toward the truth but never quite 
reaching the whole truth. 


The lifelong work of Dr. Louisa Burns has re- 
corded for osteopathy a wealth of scientific evidence 
that sheds light on the workings of the “human ma- 
chine.” Drs. Denslow, Korr, Cole, and others are en- 
gaged in basic research which is revealing physiologic 
truths underlying osteopathic principles and thus add- 
ing to the great body of scientific truth. However, it is 
a fact that research can never catch up with theory. 


Science is revealing the truth about the influence 
of structural lesions on physiologic processes. Should 
we fear truth? Science may change our concept some- 
what, but it will never change the fact that “structure 
governs function” or that “the rule of the artery is 
supreme.” 


The miracles of life are constantly before us. We 
accept them as evidence of nature’s laws. Science has 
revealed some of the laws of life but not all of them. 
Our imperfect knowledge of the biologic processes 
does not, however, hinder the osteopathic physician 
from removing the physical hindrances which can ob- 
struct or retard the normal processes of life. As true 
and dependable as the rising sun are the physiologic 
processes of the human body. We as physicians should 
be as careful not to put added burdens on these sys- 
tems by injudicious treatment as we are diligent in our 
search for structural interference with their normal 
processes. Better to trust the wisdom of nature than 
to add further hindrances to her normal action. Dr. 
Andrew Taylor Still gave us a well worked-out con- 
cept. Research workers have added materially to our 
fund of physiologic knowledge. Dr. Still said, “Our 
science is young but the laws that govern life are as old 
as the hours of all ages.”"* 


THE FUTURE 

Some of you may have seen the mural painting in 
the lobby of the Detroit Osteopathic Hospital depicting 
Father Time as the symbol of knowledge, invention, 
and new discoveries and a serpent as the evils or ob- 
stacles that retard progress. A young girl is standing 
on: books of knowledge. She is bending a reed to sym- 
bolize the flexibility but unbreakability of knowledge 
and science. At her feet is resting a dog, the symbol of 
faith. In the background stands Dr. Andrew Taylor 
Still in a mood of reflection. At the bottom of the pic- 
ture in bold letters are these words: “Greater even than 
the greatest discovery is to keep open the way to future 
discoveries.” 

We have considered the origin and development of 


our heritage. Let us now reflect upon its present status 
and contemplate its future development. As a profes- 
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sion we have kept pace with the developments of mod- 
ern medicine. We are in fact a very definite part of 
modern medicine. Our profession has had a very ma- 
terial influence in the trends of its present development. 
Physical medicine is rapidly becoming the old-school 
counterpart of osteopathic manipulative therapeutics. 
But there still is a difference, and that difference is as 
definite as that which differentiates old-school medicine 
from osteopathic medicine, as different as spinal lesion 
correction and soft tissue massage. However, progres- 
sive orthopedic surgeons of old-school medicine are be- 
ginning to use manipulative treatment on backs. 


The loyalty of the public which has depended on 
osteopathic care over the last half-century has account- 
ed for the ever-growing popularity of the osteopathic 
school of practice. The overwhelming vote of approval 
by the people of Los Angeles County last year authoriz- 
ing a bond issue of $9,000,000 to build an osteopathic 
hospital is proof of the respect that they have for our 
profession and the loyalty they have for the osteopathic 
physicians of the area. 


During the last quarter of a century our profes- 
sion has expanded to cover all of the recognized spe- 
cialty fields of medicine. To a greater or less degree 
the basic concepts of osteopathy have been incorporated 
in each. It is now time that we as a profession take 
stock of this development and coordinate our specialty 
groups. We should, I think, have a council of educa- 
tion and research which could evaluate the basic princi- 
ples of osteopathy as they apply in each specialty. The 
deductions from this study should be made available to 
the profession through a graduate college and teaching 
clinic. 
Whereas the osteopathic profession has adopted 
and now uses all that has been proved of value in mod- 
ern medicine, it still remains based on the distinctive 
osteopathic principles established by Dr. Still which are 
as reliable as ever. The more these principles are de- 
veloped and used the less need there is for subjecting 
patients to the hazards of strong and prolonged medica- 
tion, the less surgery is necessary, and that which is 
necessary is definitely safer. 


The osteopathic approach to the understanding of 
disease and its management is different from that of 
old-school medicine. The principal difference is the 
ability to detect structural disturbances before the asso- 
ciated pathologic processes have become organized and 
irreversible. Increasing attention to body unity and 
to the physiologic character of disease by all schools 
of medicine has, however, lessened the degree of dif- 
ference. 


Osteopathy started as a philosophy that developed 
into a concept which led to the establishment of empiric 
methods of manipulative treatments and common-sense 
management of disease. Not until recent years have 
scientific methods of fundamental research been applied 
to further discovery in the field of osteopathy. Sum- 
ming up the deductions from recent research Dr. 
Korr* says: 

The basic concepts upon which osteopathy was founded, in 
themselves represent a fundamental scientific advance of vast 
significance. 

Because of the universality of those founding principles os- 
teopathy remains as yet the only truly scientific system of prac- 
tice... 

Today fundamental research on a large scale, with the 
participation of scientifically trained osteopathic physicians, 
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offers the most direct (perhaps the only) road to the osteo- 
pathic profession’s rightful place in society and to its prepara- 
tion for that place. 

Research in the field of physiologic reactions to 
structural lesions has reached the point where we can 
now better understand our clinical observations. In the 
light of this more recent research and the recorded 
evidence of animal experimentation of Dr. Burns and 
others it would seem that an intensive program of 
clinical research is far past due. Imagine the possibili- 
ties for proving the clinical results of neglected struc- 
tural lesions if a million school children could be 
checked by competent osteopathic physicians every year 
and a permanent record made that could be referred to 
in later years. What an opportunity to observe the 
result of neglected midthoracic lesions on the digestive 
mechanisms ; the influence of upper cervical lesions on 
the health of eye, ear, nose, and throat; or the effect 
of birth injuries to the cranial mechanism on behavior 
and general neurologic patterns; as well as the result 
of allergies, migraine, and conditions due to involve- 
ment of cranial nerves. 

A clinical research program that enlists the help 
of specialists in all fields of osteopathic practice is im- 
perative. It must be started soon if our profession is 
to get credit for our contribution in the field of pre- 
ventive medicine. In this field there are many facets 
all laid out, cut, and ready for polishing. 

It seems to me that we as a profession stand on 
the threshold of our greatest opportunity. As we all well 
know, for some years the attention of the medical 
world has been focused on the osteopathic profession 
because of the deliberation concerning the possibility of 
closer cooperation between the osteopathic and the 
medical professions. This is our opportunity to estab- 
lish the validity of the tenets and concepts of our pro- 
fession. Let us document our great and noble heritage 
and present it as a worthy contribution to suffering 
humanity. 

As I review the origin and development of our 
profession, recall the struggle of former years, take 
stock of the great advance that has been made in the 
last 10 years, and survey the possibility of the future, 
I see not only our greatest challenge but our greatest 
opportunity to establish our security as an independent 
profession. The osteopathic profession can now take 
its place of leadership in developing a program of 
health care for our nation and the world. 


Osteopathy has contributed a new perspective of 
the human being. It has demonstrated the importance 
of structural integrity in the maintenance of health. It 
has disclosed decisive factors that influence man’s 
health and disease, and it has developed a system for 
their control on behalf of health. The osteopathic 
physician has the unique role of helping the individual to 
liberate and utilize fully his natural powers of recovery 
rather than that of trying to reverse the manifestations 
of disease. This perspective applies to all aspects of 
man’s structure, function, and health. From this greater 
vantage point the: osteopathic physician approaches his 
patient to find sttuctural abnormalities which may be 
disturbing normal function. The well-trained osteo- 
pathic physician kas this decided advantage over physi- 
cians trained in ofd-school medicine. Whether we con- 
tinue to hold this advantage depends on what we as a 
profession do now. We cannot stand still; we must 
be continually developing our abilities of tactile percep- 
tion and technical skill. 


| | 
Pots 


Osteopathy has a decided advantage in the field 
of preventive medicine, the maintenance of health be- 
ing so much more desirable than curing disease. Beyond 
comparison is the importance of a regular structural 
check of the human body by a competent osteopathic 
physician. It may prevent disease. It may save a life. 


The osteopathic physician should have that extra 
ability that comes only by long and careful training of 
his tactile sensibility, an ability to make a quick and 
accurate diagnosis by feeling of the tissues and testing 
for motion and/or lack of motion. He should be able 
to detect quickly and accurately the changes in body 
temperature and to locate reflex tension. This is not 
all of osteopathic diagnosis, but it is most essential. 
Without this ability a doctor is not an osteopathic 
physician. 

It has been said that history is the science which 
teaches us that we do not profit by the mistakes of our 
ancestors. This is but another way of saying that each 
generation must learn from its own experiences. It 
must develop its own skills in the various arts and 
crafts. Students in each class in our colleges must 
learn for themselves from clinical observations. They 
must develop their own skills in the art of palpatory 
diagnosis. They must master the technics of manipula- 
tive therapeutics. These cannot be acquired from books 
but must be developed in the clinic and the early years 
of practice. This reminds me of the inscription on a 
tombstone in the rugged hills of New Hampshire. It 
reads, “My son, that which thy father hath bequeathed, 
you must earn anew if it you would keep.” 


Most osteopathic physicians have much more pal- 
patory ability than they have developed and utilized. 
The blind man who reads Braille probably has no 
greater tactile perception than the average osteopathic 
physician, but he has trained himself in the peculiar 
art of reading with his fingers. To me a sheet of Braille 
is but rough paper. Dr. Still could read tissues as the 
blind man reads Braille. 


Men like Dr. Fryette who recognizes differences 
in tissue reaction according to the degree of infection, 
Dr. Sutherland who could perceive cranial motion of 
the slightest degree; Dr. McConnell who so often re- 
ferred to the “feel of the tissues” ; and Dr. Pottenger,”® 
one of the great men of the medical profession, who 
years ago demonstrated that he could outline a heart by 
light palpation of the chest wall, have develeped their 
tactile perception to a very high degree. It is no doubt 
true that any one of us by patient effort could at least 
approach the ability of each of these men. 


The students in our schools are getting the best 
training it is possible to give them in basic principles 
of medicine, and I would be the last to criticize the 
men who are giving them training in osteopathic ma- 
nipulative therapeutics. Probably no one of us could 
do better. But collectively we can do better and we 
must. We must integrate the best osteopathic skills in 
our profession into graduate colleges and teaching 
clinics where they can be put to the test and the results 
documented by impartial investigators. It is not enough 
that I report the clinical findings on my patients after 
I have administered osteopathic manipulative therapy. 
Few men in private practice have the time, the equip- 
ment, or the analytical ability to evaluate their own 
clinical results. 


In the same sense that all medical knowledge 
should be available to us for the benefit of mankind, so 
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our knowledge of the basic principles of osteopathy 
should be documented and made available to doctors of 
all schools in the public interest. Our profession has 
drawn so heavily on old-school medicine for textbooks 
and special instruction that we should reciprocate. Our 
heritage is not ours for our own personal gain but ours 
to develop to its greatest usefulness and to make avail- 
able to the whole medical world. 


We as a profession should take renewed pride in 
our heritage and develop it to the point that it will 
demand the respect of all scientific groups. There are 
still rough areas to be worked, many facets that still 
need polishing. 


Our colleges are developing more and better facul- 
ty members. We must help to provide them with well- 
trained instructors. This can best be accomplished by 
establishing graduate colleges and teaching clinics 
where the frontiers of osteopathic study and investiga- 
tion can continually be pushed back. 


You will note that I said graduate colleges and 
teaching clinics. There should be more than one, pos- 
sibly several, and each should center its interest about 
different types of cases. These all should, in my 
opinion, be under the scrutiny of the Bureau of Pro- 
fessional Education and Colleges of the American Os- 
teopathic Association. Teaching clinics might well con- 
duct clinical research projects for which they could 
legitimately seek grants-in-aid from the American Os- 
teopathic Association or the Foundation for Research 
of the New York Academy of Osteopathy or both. 


There is an effort now being made by a special 
committee of the Bureau of Professional Education 
and Colleges to raise the standards and strengthen the 
teaching of osteopathic principles and technic in our 
undergraduate colleges. I am sure that this committee 
could develop and round out a most effective and inter- 
related clinical research and graduate teaching program. 
Out of this program could emerge many splendidly 
trained instructors for our undergraduate colleges. 


This bureau should continually strive for more 
efficient teaching and insist on a more complete integra- 
tion of osteopathic principles in all departments of our 
undergraduate colleges. We should remember that our 
main objective is training osteopathic physicians who 
are capable of the greatest service to humanity and a 
credit to our profession. 


The Academy of Applied Osteopathy was incor- 
porated as an affiliate of the American Osteopathic As- 
sociation in 1944 for just one purpose, the development 
of those phases of osteopathic medicine which make it 
different from old-school medicine. It was to develop 
palpatory diagnosis and the technic of manipulative 
therapy to its highest possible usefulness, not with the 
idea of producing specialists who could demand spe- 
cialists’ fees, but to make this development available 
to'the whole profession and to present it to the medical 
world on a scientific basis made authentic and accept- 
able as our contribution to the art and practice of 
modern medicine. 


CONCLUSIONS 
As I see it, we need now to start a cooperative 
effort at consolidating and revising our methods. We 
need to know that each college instructor understands 
and teaches basic osteopathic principles. We need to 
standardize our approach to our therapeutic problems 
in the field of osteopathic manipulation. We need a 
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teaching clinic and a graduate college with adequate 
clinical connections devoted exclusively to the field of 
palpatory diagnosis and the technics of manipulative 
therapy. This graduate college must be set up on stand- 
ards that will demand the respect of the whole medical 
world. 

Let us start now to develop this sort of research 
and teaching program. Let us give the results of our 
discoveries to any competent individual or group, but 
let us do it as osteopathic physicians. Let us keep our 
own profession independent of domination by any other 
group. Let us continue to develop our heritage. 

It has been pointed out that “Manipulative Ther- 
apy did not begin with osteopathy and it will not end 
with it, but the life of the osteopathic profession as an 
independent school of practice will depend on our fi- 
delity to the fundamental teachings of Andrew Taylor 
Still.”*” Fate may decree that we are not worthy of our 
heritage and pass the ultimate reward on to more 
worthy hands, but it need not be so if we will do our 
part now. In the words of the Bible, let us watch our- 
selves that we do not lose what we have been working 
for, but gain our full reward. It is so easy to discount 
the value of riches close at hand. Russell Conwell in 
his very popular lecture, “Acres of Diamonds,” told of 
the man who searched the world over and came home 
empty-handed only to discover diamonds in his own 
back yard. Let us not overlook our opportunity to 
make secure our great and noble heritage. 

Let us not, as a profession, find ourselves like the 
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The educational problems of the three professions of the 
ministry, law, and medicine obviously differ in technical con- 
tent, but it would seem that their fundamental educational re- 
quirements are essentially the same. The ministry and medicine 
have much in common; originally they grew up together. They 
share in the tragedies of sickness and death and in the guidance 
of parishioners and patients along lines of conduct that will 
avoid the penalties of infractions of moral and medical princi- 
ples. The law and medicine are closely related in dealing with 
social and personal problems of individuals, with the adminis- 
tration of justice, and with medicolegal regulations developed 
through centuries of experience. 

Education has been described as the “taking on of the arts 
and sciences, and of moral attitudes which make up the fabric 
of civilization.” In this process educated people should acquire 
an appreciation of values, the ability to think, and the ability to 
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artist in Longfellow’s poem who had obtained a piece 
of choicest wood from a distant land from which 
to carve an image of the Holy Virgin only to be disap- 
pointed and disheartened at the result. In a dream he 
was told to quench a piece of burning oak in the fire- 
place and use it. Out of it he carved the perfect image 
of his fancy. 


“Oh thou sculptor, painter, poet! 
Take this lesson to thy heart: 

That is best which lieth nearest ; 
Shape from that thy work of art.’’* 


Let us ponder these words of wisdom from the 
poet. Let us cut and polish to perfection this gem which 
is our heritage. Let us thus insure the future of the 
osteopathic profession as an independent school of 
practice. 

Let us again take up the trail of clinical results 
which was our only guide in the early years of our 
profession. Let us test our clinical results by scientific 
research and by present-day physiclogic knowledge. 
Let us continue to develop the practical application of 
the basic principles of osteopathy. Clinical results 
count! 

We of the osteopathic profession have been mark- 
ing time long enough. The day of march has come. 
Let us consolidate our forces and march on to the pos- 
session of our great and noble heritage. 
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see the relations of values to each other in human living. Un- 
fortunately, as George Vincent put it, many people do not 
think; they merely rearrange their prejudices. The Harvard 
report on the goals of education stated the problem well. “The 
aim of education should be to prepare an individual to become 
an expert both in some particular vocation or art and in the 
general art of free man and citizen. Thus the two kinds of 
education, once given separately to different social classes, must 
be given to all alike... . The aim of general education may be 
defined as that of providing the broad critical sense by which 
to recognize competence in any field.” The observation of 
Henry Morrison that ‘‘we do not learn what to do, but rather 
become the kind of people who will know what to do” is well 
exemplified in the quality of performance of physicians and of 
those in other professions.—Ernest E. Irons, M.D., Journal of 
the American Medical Association, October 8, 1955. 
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INTRODUCTION 

In a previous paper’ the literature describing the 
relative usefulness. of determination of the basal meta- 
bolic rate, protein-bound iodine, and iodine’™* uptake 
in the diagnosis of thyroid disease was reviewed. The 
technic of the I'*! uptake test, as used in our clinic, was 
described, and the results on 25 normal subjects were 
reported. It was concluded: 

At the present time the I™ uptake appears to be the best 
single test for thyroid function available. Like most laboratory 
examinations, however, it is useful only as a supplement to a 
carefully taken history, a complete physical examination, and 
sound clinical judgment. 

This paper will present an analysis of the results 
of the examination of 110 consecutive patients referred 
to this clinic with suspected thyroid disease. 


MATERIALS AND METHOD 

Physicians referring patients to the clinic were 
provided with a standardized history form detailing 
pertinent information. In addition to the history, all 
relevant laboratory data, previous therapy, and use of 
iodine-containing materials (externally or internally) 
were recorded, and the tentative diagnosis was stated. 

At the clinic the patient was questioned for addi- 
tional data related to the thyroid status, the thyroid was 
examined by inspection and palpation, and an I**? up- 
take test was done; in some instances a PBI determina- 
tion was also made. The test dose consisted of 5 
microcuries of I'*' in approximately 10 cc. of water. 
The I**" uptake was determined in 24 hours and re- 
ported in the conventional manner as per cent of the 
administered dose. The information from the history, 
physical examination, and laboratory data was used to 
arrive at a final diagnosis of the condition of the 
thyroid. 

RESULTS 

In this paper the thyroid diseases herein consid- 
ered will be classified in a conventional manner as fol- 
lows: 
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1. Diffuse nontoxic goiter (simple colloid goiter, 
endemic goiter, iodine deficiency goiter) 

2. Diffuse toxic goiter (Graves’ disease, Basedow’s 
disease, exophthalmic goiter ) 

3. Nodular nontoxic goiter (adenomatous goiter 
without hyperthyroidism ) 

4. Nodular toxic goiter (adenomatous goiter with 
hyperthyroidism ) 

5. Thyroiditis (chronic): (a) struma lymphoma- 
tosa (Hashimoto’s disease), (b) Riedel’s struma 

6. Hypothyroidism (a) without obvious myxe- 
dema, (b) with myxedema. 


Table I summarizes the number of patients, sex, 
age, previous thyroidectomy (surgical or by I'**) and 
the kind and number of laboratory tests done. It is in- 
teresting to note that during the period this series was 
being collected there were 2,061 new admissions to our 
clinic. Of these 110, or 5.3 per cent of the total admis- 
sions, were for thyroid evaluation. This seems an in- 
ordinately high figure, but it has not been possible to 
confirm this impression. The average incidence of 
exophthalmic goiter in 14 million hospital admissions 
has been given as 0.57 per cent.? If the over-all hospital 
admission rate for thyroid cases were 5.3 per cent, of 
which 0.57 per cent turned out to be exophthalmic 
goiter, it would mean the admission of almost 10 thy- 
roid cases for each case of exophthalmic goiter, an un- 
likely figure. Of our 14 male patients, 3 had serious 
heart disease, only 1 associated with marked thyrotoxi- 
cosis. Four had moderate to severe uncomplicated 
Graves’ disease, 1 had a tumor in his neck, and 1 a 
duodenal ulcer and severe anxiety neurosis. Therefore, 
only 5 (35.7 per cent) of the 14 males were euthyroid. 
We regard the age variations between male and female 
patients as being of no significance because of the 
small number of males. 

Because most of our patients were referred for 
administration of the I’** uptake test only, we were 
given little opportunity to order other tests. However, 
24.6 per cent of our patients received three tests, the 
BMR, PBI, and I'*! uptake. A few had plasma choles- 
terol levels determined, but the number is insignificant. 


Ti ABL E I—NUMERICAL SUMMARY OF SEX, AGE, PREVIOUS TREATMENT, AND LABOR ATORY _TESTS 


Number of Patients 


Age Per Cent of Total 


Patients examined 
Males 

Females 

Range of age—males 

Average age—males 

Mode age—males 

Range of age—females 

Average age—females 

Mode age—females 

Previously treated by surgery or I™ 
Patients having BMR, PBI, and I™ 
Patients having BMR and I™ 
Patients having PBI and I™ 


110 


100 
14 13 
96 87 
4-58 
34.8 
45+4 
9-73 
42.6 
4544 
15 13.6 
27 24.5 
27 24.5 
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TABLE II—CORRELATION OF LABORATORY DATA WITH FINAL DIAGNOSIS 


Nu g Laboratory Tests in Se- 


Per Cent of Accuracy of Per Cent of Accuracy of 
Laboratory Tests As Re- Laboratory Tests Calcu- 
ported by Jaffe and Otto- lated from Data of Madi- 


This Series Clinical and Laboratory |. 

Tests man* gan and King* 
BMR 54 28 51.8 67 52.7 
PBI 41 22 cas 80 84 
I Uptake 110 100 90.9 95 91.5 


We had a combination of BMR and I'* uptake tests in 
24.6 per cent and a combination of PBI and I*** uptake 
tests in 12.7 per cent of the patients. There were, there- 
fore, two or more different laboratory tests on 68, or 
61.8 per cent, of our patients. 


Table II correlates the laboratory data with the 
final diagnosis of the thyroid condition. It will be seen 
that in our series the BMR reliability compares poorly 
with the data of Jaffe and Ottoman® but agrees closely 
with the figures of Madigan and King.* Our PBI 
values have a very low percentage of accuracy com- 
pared to the figures reported in the other two series. 
The results of our I'*' uptake tests show close agree- 
ment with those in the other two series. 


Table III summarizes the results of previous surgi- 
cal or I'*' thyroidectomies in the 15 patients treated. 
One patient received I'** for diffuse toxic goiter and is 
now, 3 years after treatment, myxedematous. Fourteen 
patients were surgically thyroidectomized, 12 for thy- 
rotoxicosis and 2 for simple goiter. All 12 surgically 
thyroidectomized for diffuse toxic goiter have recur- 
rences and must again be treated for hyperthyroidism. 
Two of the surgically treated patients have marked hy- 
pothyroidism. One, a 28-year-old female, had a surgical 
thyroidectomy in 1942. Her I'*! uptake was 4.6 per 
cent, and all of her clinical symptoms pointed to hypo- 
thyroidism. 

The case listed in Table III as thyrotoxicosis fac- 
titia was instructive. The patient was a 29-year-old 
female who had undergone surgical thyroidectomy in 
June, 1952, apparently for a simple goiter. She had 
severe asthma which had necessitated hospitalization 
on several occasions. Her BMR was reported as —24, 
her first PBI was 20.7 micrograms per 100 cc., and the 
second PBI, taken 45 days later, was 27.3 micrograms 
per 100 cc. Her I'*! uptake was 0.3 per cent. The 
thyroid was not palpable, the patient had a puffy face, 
dull expression, and waxy complexion. She was mod- 
erately obese, slow in speech, and displayed little ani- 
mation. She reported frequent intervals of 60 days be- 
tween menstrual periods. She was nervous and appre- 
hensive. The referring physician and the patient denied 
she was using any iodine-containing drugs or had any 
contact with iodine-containing materials. After repeat- 


ed questioning, however, she remembered that for 
months past and at the present time she was taking 
from ¥% to 3 tablets of a preparation for her asthma 
that another physician had prescribed. The patient pur- 
chased the tablets without prescription, and inquiry 
revealed they contained, among other things, 5 grains 
of potassium iodide per tablet. It thus became apparent 
that the BMR was more in keeping with the clinical 
appraisal, and a fictitious PBI and I*** uptake resulted 
from the ingestion of 2.5 to 15 grains of potassium 
iodide daily. A diagnosis of hypothyroidism was, there- 
fore, made, and desiccated thyroid was recommended. 

In another case, PBI values made at two different 
times several days apart were reported in excess of 30 
micrograms per 100 cc. This finding was completely 
inconsistent with the patient’s symptoms, appearance, 
actions, and I! uptake of 20.3 per cent. Thus far, 
however, all efforts to explain the high PBI have been 


futile. The I'*' value is sufficiently high to indicate 


there is no ingestion of iodine. 

Final diagnoses are summarized in Table IV. The 
suspected diagnosis by the referring physician in 18 pa- 
tients (16.3 per cent) was hypothyroidism. Forty-one 
patients (37.2 per cent) were suspected by their re- 
ferring physician of having hyperthyroidism. Of the 
16.3 per cent of patients suspected of having hypothy- 
roidism, 6, or 5.4 per cent of the total patients, were so 
finally diagnosed. Of the 37.2 per cent of patients 
suspected of being hyperthyroid, 29, or 26.3 per cent 
of the total patients, were finally so diagnosed. 

The results of I'** study are graphically presented 
in Figure 1. It will be seen that 57 patients, 51.8 per 
cent, had uptakes between 15 and 35 per cent, con- 
sidered in this laboratory to be the limits of normal 
range. The minimal overlap range may be looked upon 
as being from 10 to 15 per cent and from 35 to 40 per 
cent. Figure 1 shows there were 28 patients (25.5 per 
cent) with uptakes above 40 per cent. Since 29 patients 
had final diagnoses of hyperthyroidism it is obvious 
that at least one patient in the 35 to 40 per cent group 
had other findings than a borderline I’*! uptake that 
swayed the final decision in favor of a diagnosis of 
hyperthyroidism. There were 5 patients, 4.5 per cent, 
with uptakes below 10 per cent. Six of our patients 
had final diagnoses of hypothyroidism, so one patient 


TABLE III—PREVIOUS TREATMENT BY SURGERY OR I™! CORRELATED WITH PRESENT DIAGNOSIS 


Number of Surgical 


Diagnosis Preceding Present Diagnosis 


Previous Treatment 


Patients Sex Thyroidectomy = Thyroidectomy 

11 F Yes Diffuse toxic goiter Recurrent toxic diffuse goiter 
(3 of these cases had cardiac 
complications) 

1 M Yes Diffuse toxic goiter Recurrent toxic diffuse goiter 

1 F Yes Diffuse toxic goiter Myxedema-neurosis 

1 F Yes Diffuse nontoxic goiter Myxedema (thyrotoxicosis fac- 

titia) 
1 F Yes Diffuse nontoxic goiter Hypothyroidism without 


myxedema 
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TABL E IV—-FINAL DIAGNOSES FROM A OF 
HISTORY, PHYSICAL EXAMINATION, AND 
LABORATORY DATA 


Number Per Cent 

Diagnosis of Total 
Patients (110) 
Euthyroid with no thyroid disease 68 61.8 
Euthyroid but with thyroid disease 6 5.4 
a. Simple goiter 3 
b. Possible cancer 1 9 
c. Probable Hashimoto’s disease 1 9 
d. Nodular nontoxic goiter 1 9 
Hypothyroidism with or without myxedema 6 5.4 
Hyperthyroidism 29 26.3 
a. With heart disease 6 5.4 
> Toxic nodular goiter 1 9 
Diffuse toxic goiter 22 20. 
d With exophthalmos 4 3.6 


in the borderline group of I*** siasitiens was placed in 
the hypothyroid category for reasons other than a be- 
low normal I**! uptake. 


DISCUSSION 

The final diagnosis was obtained from a considera- 
tion of the history supplied by the referring physician 
and augmented in the clinic, the physical examination, 
the appearance and behavior of the patient, and the 
laboratory data. It should be emphasized that in all 
cases the laboratory data were ancillary to the clinical 
evidence in making the diagnosis. 

The small number of males, 13 per cent, referred 
for examination, compared to 87 per cent females is 
not construed as being indicative of the relative fre- 
quency of thyroid diseases in men and women. Figures 
for the sex differences of all types of thyroid disease 
could not be found. The ratio of females to males with 
exophthalmic goiter, however, has been reported as 
varying from 5:1 in markedly goitrous regions to 5:3 
in less goitrous regions.” 

Observations on this series lead to the conclusion 
that men do not often absent themselves from work 
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unless disturbed by symptoms or signs of considerable 
intensity and/or duration. This hypothesis is substan- 
tiated by the fact that of our 14 male patients only 35.7 
per cent had no indications of advanced and/or serious 
disease, whereas 58 per cent of the female patients ex- 
amined had neither thyroid disease nor other significant 
pathologic findings. 

The low degree of correlation between the PBI 
values of our series and reports by other investigators 
is ascribed to the fact that this determination was done, 
in most cases, before the patient was referred to our 
clinic and by many different laboratories. Many practi- 
tioners, moreover, overlook the profound influence the 
ingestion of exogenous iodine exerts on the PBI de- 
termination. The close agreement of our I'*! uptake 
figures with the data of the other investigators is, we 
feel, a reflection of the inherent advantages of this test 
as well as an index of the increased reliability of any 
laboratory test done by a uniform technic at one labora- 
tory by the same personnel and under the same condi- 
tions. 

Starr® holds that the I*** uptake, as used by us and 
by most laboratories, is “objectionable as a diagnostic 
tool because it is unreliable in both the hypothyroid and 
hyperthyroid range.” The number of laboratories using 
the I*** uptake, however, attests its usefulness, but the 
number of investigators reporting on modifications of 
the test and the number of new tests being described 
bespeak the shortcomings of the I'*! uptake as a com- 
pletely satisfactory test for thyroid function. Attempts 
to increase the accuracy of the I**! uptake have taken 
several forms. Measurement of the urinary excretion 
of I'* has been largely abandoned because of the 
necessity for perfect patient cooperation. Lewis,*® how- 
ever, combines a determination of the 24-hour iodine 
uptake over the thyroid using a scintillation probe with 
the 24-hour urinary excretion as determined by using 
a multiple Geiger-Mueller tube instrument. Any ad- 
vantages this method may have are likely to be offset 
by the necessity for having a complicated 10 Geiger- 
Mueller tube instrument for the urine determination. 

Considerable material on the diagnostic use of the 
“conversion ratio” (CR) has appeared recently. The 
first to use this method was Clark.’ Conversion ratio 
is defined as the ratio of PBI*** to plasma I*** ex- 
pressed as a percentage and measured at a given inter- 
val, usually 24 hours, after a test dose of I**. 
Counts per minute PBI™ 
Counts per minute total plasma I 
The CR indicates the percentage of plasma‘ in the 
PBI"? fraction. In hyperthyroidism the numerator of 
the above formula becomes larger and the CR is there- 
fore higher. Conversely, hypothyroid states would tend 
to increase the numerical value of the denominator of 
the formula and thus lead to low figures for the CR. 
Normal values given by Clark and his associates’ range 
from 13 to 42 per cent at 24 hours. Sheline and his 
coworkers*® found the CR highly reliable in hyperthy- 
roid states but less valuable than PBI values in hypo- 
thyroidism. In a recent paper, Middlesworth and his 
colleagues® reviewed pertinent literature, described « 
refined method for determining CR values, and report- 
ed on its use. Their normal values were usually below 
50 per cent, and the usual range was 10 to 30 per ceni. 
Values above 50 per cent are indicative of hyperthy- 
roidism. These authors reported on 25 patients, 13 of 
whom were classed as thyrotoxic and 12 as having non- 
toxic goiter. Since their series contained but one pa- 
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tient classified as myxedematous, no ¢onclusions could 
be drawn regarding CR values in hypothyroidism. 

The CR has an alleged value in rather sharply 
separating hyperthyroidism from euthyroidism. For 
this advantage one is obliged to use larger doses of 
1:8 (50 to 200 microcuries), to draw blood from the 
patient, to have more elaborate instrumentation, and to 
resort to some degree of chemical manipulation, cen- 
trifugation, and the like. Johns and his associates’ 
find the CR more useful than the I*** uptake and feel 
it approaches 100 per cent accuracy in hyperthyroidism. 

The use of the ratio between red cell inorganic 
I'*! to plasma I**! for calculating the rate of formation 
of the organic fraction of PBI?** has been used as a 
test for thyroid function.1! Thirty hyperthyroid, 70 
euthyroid, and 10 hypothyroid patients were given 100 
to 150 microcuries of I'*! orally and examined by this 
method. The test was satisfactory in separating hyper- 
thvroidism from euthyroidism at 24 hours, but maxi- 
mum differentiation between hypothyroidism and 
euthyroidism was not achieved until 72 hours after ad- 
ministration of the test dose. 

Thode and his associates,!? using 50-microcurie 
doses of I**!, determined the CR and the ratio between 
salivary I**! and plasma I'*! and between salivary I** 
and PBI**'. The use of salivary I'*t depends upon the 
fact that the submaxillary and parotid glands may de- 
grade thyroxin and return iodine to the thyroid as 
iodide ion. Hyperthyroidism and hypothyroidism may 
be related to salivary gland activity. Thirty-six euthy- 
roid, 20 hyperthyroid, and 20 hypothyroid patients were 
examined. These authors found the salivary I**'-PBI*** 
ratio a reliable index of the patients’ thyroid status, and 
the technic was an exceedingly reliable means of test- 
ing hypothyroidism. 

While all tests using I'*' give, for the most part, 
reliable information in the hyperthyroid range, nu- 
merous attempts to augment accuracy in the hypothy- 
roid range have been made. Among the first to suggest 
the use of thyroid-stimulating hormone (TSH) to dis- 
tinguish between primary hypothyroidism and euthy- 
roidism were Werner and his assistants.'* In primary 
or thyroid hypothyroidism the gland itself is incapable 
of converting iodine to thyroxin. If TSH is given to 
individuals with a gland which itself is incapable of 
function, nothing happens so far as stimulating the 
gland is concerned. If, however, the gland is not per- 
forming normally because of insufficient pituitary stim- 
ulation or is subnormally active, TSH will stimulate it 
to take up iodine from the blood. 

Werner and his associates advocated the intramus- 
cular injection of 12.5 mg. of TSH twice daily for 3 
days as a method of causing a subnormally functioning 
gland to increase its I'*! uptake. If the gland responded 
to TSH it was concluded it was not a case of primary 
hypothyroidism. Jefferies and his colleagues" used a 
single 10-mg. dose of TSH to augment I'*' uptake. 
These authors find this method of obtaining the I'** 
uptake valuable in determining the presence of obscure 
hypothyroidism. 

Schneeberg, Perloff, and Levy® stated that TSH 
substantially augments I**? uptake above baseline levels 
in pituitary myxedema and in normal individuals, but 
fails to induce any significant increase in thyroid 
myxedema. These investigators studied the correlation 
between the lack of responsiveness to TSH and hypo- 
thyroidism. Tracer doses of 50 microcuries of I 
Were given and the uptake determined in the conven- 
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tional way. Approximately 2 weeks later 20 to 30 mg. 
of TSH were given by intramuscular injection for 3 
days, and the I** uptake determination was repeated as 
before. The percentage difference in the two readings 
was taken as a measure of functioning thyroid tissue. 
They stated that, in each of the 34 cases of hypothy- 
roidism studied, the test was accurate in reflecting the 
correct diagnosis. In a group of 6 euthyroid patients 
with uptakes less than 15 per cent, TSH produced a 
mean increment of 29 per cent in the I?*4 uptake. This 
modified I*** uptake test demonstrated that 12 of 17 
cases of equivocal hypothyroidism were normal. In 17 
patients suspected of hypothyroidism the TSH test 
was correlated with the final diagnosis in 16. 


A method for differentiating between hyperthy- 
roidism and euthyroidism in equivocal cases has been 
proposed by Greer and Smith.1* Their method is to 
perform a routine I'*! uptake test, then give 180 mg. of 
desiccated thyroid daily for 1 to 2 weeks and redeter- 
mine the I?! uptake, correcting for residual thyroid 
radioactivity. If the uptake is suppressed below 20 per 
cent the gland is assumed to be normal. If suppression 
is not below 20 per cent a course of 540 mg. of thyroid 
is given for 1 to 2 weeks and the uptake again deter- 
mined. If the uptake is not then depressed below 20 
per cent, thyrotoxicosis is strongly indicated. 

The ratio of butanol-extractable (thyroxin) I**" to 
PBI?*! and the ratio between butanol-extractable I?** 
and total plasma I'*" have been investigated.’* The for- 
mer ratio is reported to be without diagnostic value, 
but the latter separates euthyroidism and hyperthyroid- 
ism but is of no value in separating myxedematous pa- 
tients. 

An uptake technic using certain refinements in the 
physical factors has been described.’* By the use of an 
inverse-square plot, the radiation center of the gland 
can be found and corrections made for absorption. The 
error due to back scatter is corrected by an appropriate 
absorber. The method is claimed to have a degree of 
reliability of nearly 100 per cent. 

The 100 per cent recurrence rate for the 12 pa- 
tients in our series who were surgically treated for 
thyrotoxicosis must be ascribed to chance, since they 
were operated upon by different surgeons. The nation- 
wide recurrence rate for surgically treated toxic diffuse 
goiter varies from 3 to 8 per cent.’® 

Fictitious results of any laboratory test for thyroid 
function must be guarded against. Both the PBI and 
I'*" uptake are invalidated by the ingestion or applica- 
tion of iodine in any form, by the use of desiccated thy- 
roid, by antithyroid drugs, and by the injection of 
TSH. Certain abnormal states may also lead to spuri- 
ous results of the I'*' uptake. In a study of 20 patients, 
whose ages ranged from 2 to 20 years, with thyroid 
enlargement and typical clinical features of hypothy- 
roidism, it was found that most of the PBI and I'*! 
uptake values suggested hyperthyroidism.”° In hypo- 
thyroid children without goiters, the I’*' uptake is de- 
pressed. In 2 children studied who had goiters with 
severe hypothyroidism the I’*' uptake was high.?1 In 
50 patients with definite evidence of hepatic disease 
but no gross evidence of thyroid disease, the I'** uptake 
was 50 per cent higher in 40 per cent.?? These results 
emphasize the fact that all clinical laboratory data must 
be appraised in relation to the clinical status of the 
patient. 

The large number of patients (37 per cent) re- 
ferred for I'*! uptake studies with a tentative diagnosis 
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of hyperthyroidism as compared to those (16 per cent) 
referred with a diagnosis of hypothyroidism deserves 
comment. The subjective distress and the objective 
signs of hyperthyroidism are usually sufficiently dra- 
matic to cause the patient to seek help. Hypothyroid- 
ism, on the other hand, often “anesthetizes” as it pro- 
gresses and is usually well advanced when the patient 
first sees a physician. There seems to be a much steeper 
gradient between euthyroidism and hyperthyroidism 
than between euthyroidism and hypothyroidism. This 
results in few subclinical cases of hyperthyroidism but 
probably many subclinical cases of hypothyroidism. 
Numerous attempts have been made to devise a 
laboratory test that will sharply separate the three de- 
grees of thyroid activity—hyperactivity, hypoactivity, 
and the normal range. This concept ignores our under- 
standing of thyroid physiology and pathology. Degrees 
of thyroid activity appear to vary primarily with the 
activity of the anterior pituitary; this gland, in turn, 
is intimately related to the hypothalamus and the latter 
to higher centers. There are primary diseases of the 
thyroid itself which influence its physiology, and now 
it appears that the salivary glands may play an impor- 
tant role in iodine metabolism. Pathologically the thy- 
roid gland does not, moreover, exhibit an all or none 
behavior. There is little evidence that at the lower 
range of thyroid activity there is a point at which one 
may say, “At this point hypothyroidism starts.” Simi- 
larily, at the upper end of the spectrum of thyroid ac- 
tivity no sharp line separates euthyroidism from hyper- 
thyroidism. Boyd** points out that, with the exceptions 
of the endometrium and breast, the thyroid is the most 
labile of all organs. Its microscopic appearance varies 
with its state of activity even under normal circum- 
stances. Such things as age, stress, use of iodized salt, 
pregnancy, where the patient lives, infection, and so 
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on, will cause morphologic alterations which can be 
detected microscopically. The pathologist, therefore, 
will find it difficult to determine the norm in surgical 
material. In view of these well-known facts, it appears 
futile to seek a test that will reveal a line of demarca- 
tion that is nonexistent. 


SUMMARY AND CONCLUSIONS 

1. The results of the I'** uptake of 110 patients 
suspected of having thyroid disease have been analyzed. 

2. Of three tests used, BMR, PBI, and I'*' up- 
take, the latter correlated most accurately with the final 
diagnosis. 

3. The three tests most commonly used in the diag- 
nosis of thyroid disease are deficient in sharply separat- 
ing hypothyroidism and hyperthyroidism from the 
euthyroid state. 

4. Refinements in the I'** uptake test, suggested 
by other writers, have not succeeded in sharply separat- 
ing the three degrees of thyroid function, particularly 
the separation between hypothyroidism and _ euthy- 
roidism. 

5. Because of gradations in the degree of thyroid 
activity and variations in the pathologic characteristics 
of thyroid disease, it seems unlikely a single test will 
ever be found which can sharply separate the various 
categories of thyroid disease. 

6. Because of the simplicity, the small amount of 
time consumed, the inexpensiveness, the low dose of 
I'8' required, and the reliability of the I'*' uptake as 
conventionally performed, and because all laboratory 
tests are but ancillary to sound clinical judgment, it is 
concluded that this test is the most satisfactory test so 
far available for aid in diagnosing thyroid disorders. 
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INTRODUCTION 

Very little is known of the anatomic sequence of 
events which occurs in the structures constituting the 
female pelvic floor during parturition. Accurate knowl- 
edge of the adaptability of the tissues involved is lack- 
ing and information concerning the changes that take 
place in the multilayered pelvic floor during the normal 
physiologic function of giving birth is incomplete to 
the degree that both the obstetrician and patient are 
apt to suffer as a result. 


PURPOSE 
It is the purpose of this paper to shed some light 
on the physiologic and pathologic changes which take 
place in the pelvic fascia during childbirth. In so doing 
it is felt that through clearer understanding the obste- 
trician may be better able to aid the patient in her return 
to the normal physiologic state following parturition. 


THE FEMALE PELVIC FASCIA 

The anatomy of the pelvis generally is too well 
known to require detailed description here. Therefore 
this discussion will be limited for the most part to the 
fascial arrangements and relationships. . 

The pelvic cavity is somewhat cup shaped and 
tipped so that the plane of the brim makes an angle 
of approximately 60 degrees with the horizontal (with 
the person standing erect). The framework is made 
up of parts of the innominate bones, the sacrum, and 
their ligaments. To these, internally, are applied the 
obturator internus, the piriformis, the coccygeus, and 
the levator ani muscles. The last two of these serve as 
a floor and a muscular sling for the contained viscera. 

The chief contents of the female pelvis are the 
uterovaginal tract, the urinary bladder in front of it, 
and the anorectal canal behind (Fig. 1). 
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Fig. 1. Female pelvis, sagittal section 


The peritoneum above the viscera and partly in- 
vesting them forms a sort of roof for the pelvis. Be- 
tween the peritoneal roof and the muscular floor are 
the pelvic viscera, embedded in the pelvic fascia. This 
fascia has been variously described, but one fact seems 
particularly significant, namely, that it, like fasciae gen- 
erally, consists of single continuous tissue. Here and 
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there it has been modified to form what appear to be 
separate and distinct entities—obturator fascia, supra- 
anal fascia, rectal sheath, vesical sheath, uterovaginal 
sheath, uterine ligaments, et cetera. It must be kept 
in mind that all such structures are continuous and es- 
sentially alike. 

Let us consider the fascial condensations which 
make up the so-called ligaments of the uterus. Accord- 
ing to the conventionally accepted view, the utero- 
vaginal tract may be considered to be covered with a 
tough fascial sheath and to occupy a more or less cen- 
tral position in the pelvis. This fascial sheath is con- 
nected with what may be considered the parietal con- 
densation by three pairs of ligaments: (1) an anterior 
pair, the pubovesicocervical ligaments, (2) a lateral 
pair, the cardinal ligaments of Mackenrodt, and (3) a 
posterior pair, the uterosacral ligaments (Figs. 2 and 3). 
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Fig. 3. Pelvic ligaments, male (schematic) 


Now let us correlate the above with what we can 
actually see as we look downward and backward into 
the undissected pelvis (Fig. 4). It is comparatively 
easy to identify the bladder, uterus, tubes, ovaries, and 
rectum. These structures can be used as landmarks. 
The fact should be kept in mind that these viscera are 
being seen through the peritoneal “roof” of the pelvis. 
On either side of the rectum is a depression, or pocket, 
the pararectal fossa. These fossae are bounded laterally 
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by the uterosacral folds, deep to which are the utero- 
sacral fascial condensations or ligaments. From these 
folds the peritoneum slopes upward and anterolaterally 
to the inferior aspect of the fallopian tubes to form the 
posterior lamina of the broad ligament. 
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Fig. 4. Female pelvis (anterosuperior view) 


Deep to this posterior lamina, and embedded in the 
so-called lateral or cardinal ligament of the cervix, can 
be seen or palpated a cord consisting of the ureter, the 
inferior vesical artery and vein, and uterine artery and 
vein, coursing from the vicinity of the ovary toward 
the lateral margin of the cervix. A raised ridge from 
ovary to uterus contains the ovarian ligament, one of 
the remnants of the female gubernaculum. 

Peritoneum invests the entire posterior surface of 
the uterus and, according to many authorities, the upper 
2 cm. of the vagina (posterior wall), that is, to the 
depth of the cul-de-sac. More recent investigation 
(Uhlenhuth)*? seems to establish that a double peri- 
toneal fold, the rectovaginal septum, extends from the 
cul-de-sac downward to the pelvic floor. Hence it ap- 
pears that the entire posterior vaginal wall is covered 
by peritoneum. At the depth of the cul-de-sac, the 
peritoneum proper is reflected backward onto the 
rectum. 

Following the peritoneum forward over the fundus 
of the uterus it is found that it descends to invert the 
upper half or so of the anterior aspect of that viscus, 
then is reflected forward over the superior surface of 
the bladder, and then upward onto the abdominal wall. 
Leaving the bladder laterally, the peritoneum extends 
to the pelvic walls and then upward to help line the 
abdominal wall. Lateral to the uterus it forms the an- 
terior layer of the broad ligament. 

The round ligament (also a remnant of the guber- 
naculum) produces a palpable ridge in the anterolateral 
part of the pelvic peritoneum, from the uterus to in- 
ternal ring. 

The double fold of peritoneum, oriented trans- 
versely, and extending from the depth of the cul-de-sac 
to the pelvic floor, has long been recognized in the male 
as Denonvillier’s fascia. More recently it has been 
found to be present in the female also (Uhlenhuth) 
and in both sexes to be peritoneal rather than fascial.’ 

Generally speaking, the visceral fascial ligaments 
are condensations of fascia, often around vascular 
stalks supplying the same viscera. Hence we shall con- 
sider the vascular arrangement (Fig. 5). 

The pelvic arteries may be grouped into three 
sets: (1) a presacral set, (2) an inferior vesical set, 
and (3) a superior vesical set. The fascia is arranged 
accordingly. The presacral set includes the lateral sacral 
and superior gluteal arteries (from the hypogastric), 
the middle sacral (from the aorta or common iliac), 
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and the superior hemorrhoidal (from the inferior 
mesenteric). The inferior vesical set (female) includes 
the inferior vesical artery and its branches: the vesical, 
the middle hemorrhoidal, the vaginal, and the uterine. 
The latter two are often, perhaps always, branches of 
the inferior vesical artery. Also included in this group 
are the accompanying veins and, along with these ves- 
sels, the ureter. These structures are embedded in the 
inferior hypogastric wing of fascia (Uhlenhuth). We 
prefer to call it the inferior vesical wing because of its 
relation to the inferior vesical vessels. The superior 
vesical set consists of superior vesical branches of the 
hypogastric artery and vesical branches of the obturator 
artery, as well as accompanying veins. These are foun: 
coursing through the superior hypogastric wing of fascia 
(Uhlenhuth), superior vesical wing (our term). 
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External iliac : Lateral sacral artery 

Superior gluteal artery 
Inferior gluteal artery 
Internal pudendal artery 
i Middle hemorrhoidal artery 
turator artery 
Inferior vesical arteries A vi 
Uterine artery 
Vaginal artery 


Fig. 5. Hypogastric artery and its branches 


It is necessary to locate more clearly these three 
pelvic fascial entities (Fig. 6). 


Superior vesical wing 


Inferior vesical wing 


Presacral wing 


Fig. 6. Endopelvic fascial layers 


1. Superior vesical wing: This is located anterior- 
ly, immediately beneath the peritoneum, and stretches 
from one side of the pelvis to the other, over the blad- 
der. It extends backward on each side to the root of 
the hypogastric artery. 

2. Presacral wing: It is found immediately be- 
neath the peritoneum of the pararectal fossae. It is 
bounded laterally by the uterosacral folds and splits 
medially to enclose the rectum. It is thickened anterior- 
ly to embed the middle hemorrhoidal vessels. 

3. Inferior vesical wing: This is more or less 
vertical, especially where it is in relation with the pos- 
terior surface of the bladder, and connects the superior 
vesical wing and the presacral wing. 

It has been considered by some authorities that the 
uterus corresponds, in part at least, to a portion of the 
prostate gland of the male; that is to say, a portion of 
the uterus develops from the same embryonic tissue 
which produces the median lobe of the prostate gland. 
On the basis of such an assumption Figures 7, 8, ani 
9 are intended to suggest how the uterine fascia, in- 
cluding the ligaments, might be derivatives of the 
vesical fascia and ligaments. 
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Fig. 9. Female pelvic viscera (later) 


It is our opinion that the so-called lateral cervical 
ligament (of Mackenrodt) is in reality the lateral 
ligament of the bladder. During embryonic develop- 
ment the growing uterovaginal tract appropriates not 
only a portion of the vesical sheath but also a part of 
the lateral ligament of the bladder, including the vesico- 
cervical portion of the pubovesicocervical ligament. 
Thus it is that the ureter is found in this vesicocervical 
ligament or pillar (Tig. 10). 


Uterus 


Fallopian tube 


Ovarian ligament 


Round ligament 
Broad ligament 


Uterine artery 


Ureter 


Vagina 


Fig. 10. Uterovaginal tract (lateral view) 


This interpretation would account for the fact 
that corresponding structures, that is, the ureter and 
the inferior vesical vessels and their branches, are 


FEMALE PELVIC FASCIA—STUART AND MINES 301 


found in the lateral ligament of the bladder (male) and 
in the lateral cervical ligament (female). Also it would 
account for the presence of the ureter in the pillar 
(Figs. 11 and 12). 


Space of Retzius 


Prevesical fascia 

Bladder 

Inferior vesical wing 
Lateral ligament of bladder 


Fig. 11. Male pelvis (schematic frontal section) 


Prevesical fascia 


Urinary bladder 
Inferior vesical wing 


Cervix 


Lateral ligament 


Fig. 12. Female pelvis (schematic frontal section) 


PROGRESSIVE ANATOMIC CHANGES DURING PARTURITION 

Even though connective tissue is primarily sup- 
portive, and fascia itself is not usually found in areas 
subjected to great stress, its unique interweaving with 
more suitable materials confers on the composite struc- 
ture the property of great distensibility and restoration. 
Fascia is usually found in areas that are not called 
upon to withstand excessive stretch ; smooth or striated 
muscle, capable of maintaining tension or tonus, can 
tolerate a great deal of stretching, and is therefore 
placed where such mechanisms take place. Muscle tis- 
sue, however, is not as efficient as fascia when its re- 
quired function is that of support. Smooth muscle has 
the property of providing the same tonic force, irre- 
spective of the degree of stretch to which it is subject- 
ed, until its limit of elasticity is reached. At that point 
it behaves as inactive fascia, minus certain supportive 
physical properties. Smooth muscle tissue occurs pre- 
cisely in regions where considerable dilatation or con- 
traction occurs, as well as in localities where there is 
motion of organs. This muscle aids in the control of 
organ movements independently and in relation to each 
other. In locations where extreme dilatation is the rule, 
it is necessary to provide a means of regainment. It is 
obvious that fascia would be ineffective, so in these 
areas muscle tissue is interlaced for cooperation. Na- 
ture demonstrates this supportive synergism by inter- 
posing smooth muscle between the pelvic fascia and the 
levator ani muscle. After the great distention concomi- 
tant with childbirth, the return of these tissues to the 
normal postpartum state is facilitated by this smooth 
muscle diaphragm capable of great extensibility. Dila- 
tation of the uterus and cervical canals will slacken the 
tautness of this diaphragm, but the return to normal of 
this organ will effect renewed tension. 

The pelvic fascia, acting as an extensive fixation 
apparatus, moors the uterus at its lower segment to the 
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levator ani white line, the bony pelvis, and the muscular 
pelvic floor. During the first stage of labor the fetal 
presenting part is driven downward by the upper con- 
tractile uterine segment, but the direction of its descent 
is controlled by the extensive pelvic fascial attachments. 
When, however, the biparietal diameter of the fetal 
skull is in the fully dilated cervix, the combined direct- 
ing actions of the thinned-out lower uterine segment 
and its pelvic fascial guides become suspended. During 
labor, the pelvic fascia lends support to the fragile 
lower uterine segment and greatly influences the de- 
scent of the fetal ovoid through the birth canal. Un- 
doubtedly, the axis of the lower uterine segment is 
affected by its fascial attachments to the levator ani 
white line and bony pelvis. Deviations in the axis could 
exert influence upon the mechanisms of labor. The 
elongated fascial collar, closely adherent to the stretched 
lower segment, acts as a check in guiding the present- 
ing part of the fetus into the true pelvis. Shortening 
of one or more of the fascial components could delay 
engagement or promote asynclitism. Trauma, develop- 
mental anomalies, or infection could be precursors of 
such shortenings. 

After the termination of labor, the lower uterine 
segment, which started to unfold about the sixteenth 
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week of uterine gestation, regains its contractility. Its 
caliber is decreased with the aid of the lateral cervical 
ligaments, as they tonically shorten in their vertical 
length. These ligaments endeavor to assume their 
pregravid state in axial arrangement about the supra- 
vaginal cervical collar as the cervix rises to the level of 
the ischial spines. Further involution is encouraged, 
provided there has been no undue trauma to disturb 
the integrity of the supporting structures. Should the 
pelvic fascia or the levator ani muscular diaphragm be 
irreparably damaged or improperly repaired, prolapse 


could presumably follow. 
CONCLUSIONS 


1. Distortions of the endopelvic fascial masses, as 
a result of developmental anomalies of the bony pelvis 
or sacroiliac or lumbosacral strains, could conceivably 
alter the mechanisms of labor. 

2. Interpelvic infection and adhesions could also 
play a part in influencing the descent of the fetus dur- 
ing parturition. 

3. Any one of these conditions might interfere to 
some extent with the nutrition and nerve supply to the 
female generative organs, which in turn might adverse- 
ly affect pregnancy and parturition. 


1721 Griffin Ave. 


The management of geriatric patients who suffer 
from orthopedic problems differs little from the man- 
agement of orthopedic patients of other age groups. 
Certain orthopedic problems are characteristic of the 
geriatric patient while other problems are common to 
all age groups. In discussing these orthopedic problems 
I shall discuss briefly the major orthopedic problems 
which I have encountered, although not necessarily in 
the order of their frequency or severity. 

The metabolic status of the patient is probably of 
far greater importance in the elderly than in the younger 
age group, and this will occupy the attention and in- 
genuity of the clinician as much as the actual orthopedic 
problem. Therefore, it is of utmost importance that the 
physical status of the patient be understood as clearly 
as possible in order to stabilize any metabolic imbal- 
ance that may exist or to anticipate such imbalances as 
are likely to occur. 

| urge consultation with a competent internist in 
these cases in order to assist the patient in his recovery. 
These consultations have proved so valuable in my 
practice that they are practically routine. From the 
medicolegal aspect such joint responsibility is invalua- 
ble to the orthopedic surgeon. 


FRACTURES OF THE PROXIMAL FEMUR 
Fractures of the proximal femur affecting the 
trochanteric and cervical portion probably are the most 
devastating catastrophes to the aged because prolonged 
convalescence without weight bearing is required to 
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provide the most favorable circumstances for healing. 
They are economic as well as emotional disasters affect- 
ing the patient and his family alike. 

Many times the physician is asked how much time 
will be required for healing of the fracture, and the 
answer must be couched in such terminology that at 
least the family is aware of the possible failure of any 
type of treatment. In most cases healing will take place 
if the fractured parts can be kept immobilized over a 
sufficiently long period and if the patient can be re- 
strained from any type of weight bearing on the in- 
volved extremity until there is radiographic evidence 
of healing of the fracture zone. It has been my expe- 
rience that such fractures require a minimum of 6 
months to heal, and the average is 9 months to a year. 

The location of the fracture will determine the 
prognosis in many cases. The closer the fracture zone 
is found to the trochanter the more rapidly healing will 
take place, and the closer the fracture zone is to the 
head of the femur the greater will be the possibility of 
nonunion. 

A brief review of the blood supply to the tro- 
chanteric, cervical, and capitate portions of the femur 
will be helpful in understanding this problem. As a 
general rule, any fracture will heal, providing the frac- 
tured parts are held in alignment and in apposition, 
and the blood supply can be restored, bridging the frac- 
ture zone at an early date. Any hindrance to the res- 
toration of blood supply across the fracture zone will 
not only result in nonunion of the fracture but may 
well cause aseptic necrosis and degenerative changes in 
the head of the femur. This complication will occur in 
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a certain number of cases irrespective of the compe- 
tency of the physician handling the case or the coopera- 
tion of the patient during his convalescence. It is one 
of the inherent risks of this type of injury. 


For some years I have been employing a compara- 
tively simple operative procedure which requires but a 
few minutes, a minimum of anesthesia, and a minimum 
of blood loss. Under minimal spinal anesthesia to 
afford relief of pain and muscular relaxation in the 
lower extremities, the patient is transferred to the x-ray 
table in the supine position. The fracture is reduced by 
traction, countertraction, abduction to approximately 
20 to 25 degrees, and internal rotation to an angle of 15 
to 20 degrees, and fixed in this position. The reduction 
is checked by x-ray films, and if the results are satis- 
factory, internal fixation is then performed. 


A small linear incision about 1 cm. in length is 
made on the lateral aspect of the thigh approximately 
at the base of the trochanter; through this opening, 
with fluoroscopic guidance, three Knowles’ pins of ap- 
propriate length are introduced through the lateral 
aspect of the femur, traversing the trochanteric portion, 
transfixing the fracture zone, and passing into the 
capitate portion of the femur for fixation. In placing 
the Knowles’ pins it is desirable that they be inserted 
on different planes so that not only is the fracture zone 
transfixed but there is good firm internal fixation to 
prevent rotation of the fragments. After the pins have 
been placed under fluoroscopic control, anteroposterior 
and lateral x-ray films are made of the hip joint as a 
record to demonstrate satisfactory position of the pins. 


The average exposure time with the fluoroscope 
will vary from 3% to 5 minutes which is well within 
the limits of safety. The actual operating time is about 
the same. 

The small incision requires no sutures, and the 
patient rarely loses more than a drop or two of blood. 
Shock from this procedure is practically unknown, pain 
is reduced to a minimum, and under average circum- 
stances the patient is able to sit up in a chair the fol- 
lowing day and is ready for discharge from the hospital 
3 to 4 days after surgery. 


If the age and the physical condition of the patient 
allow it, ambulation on crutches may be permitted, with 
the patient bearing his weight on the uninvolved ex- 
tremity and keeping the fractured extremity off the 
floor. However, most of these patients are not strong 
enough to handle themselves on crutches or with a 
convalescent walker, and a wheel chair is the method 
of choice. The patient may get in and out of bed with 
help, bearing his weight on the uninvolved extremity. 
In this way nursing care is kept at a minimum. The 
patient must be constantly cautioned to avoid any type 
of weight bearing on the involved extremity whether 
he is in a standing, sitting, or recumbent position. 


During the period of convalescence progressive 
resistance exercises are instituted, with particular 
emphasis on the dorsiflexors of the foot and on the 
quadriceps femoris muscle. Physiotherapy in the form 
of electrical muscle stimulation or exercise is of ex- 
treme value not only in maintaining muscle tonicity but 
in improving circulation to the extremity. 


Because of the frequent metabolic and organic 
complications which are encountered, the internist gen- 
erally is very happy to have these patients out of bed 
at an early date, and usually this can be accomplished 
very satisfactorily. 
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Routinely for a number of years, a combination 
of male and female hormones has been administered 
to both men and women patients, and it is my belief 
that it hastens the healing of the fracture and improves 
the metabolic status. The most frequently tolerated 
dosage consists of 0.625 mg. of estrogenic substance and 
5 mg. of methyltestosterone, the patient receiving this 
dosage one to three times daily depending upon any 
reaction which may occur. Usually the dosage is con- 
tinued for 21 days, after which the patient is given a 
rest period of 1 week, followed by another 21-day 
course of therapy, another rest period, and then another 
course of therapy. In the male patient, a periodic check 
of the prostate gland is essential when therapy is given 
for a protracted period. 

X-ray studies are made at 3-month intervals in 
both the anteroposterior and lateral positions; when 
there is definite evidence of medullary union weight 
bearing is permitted. 

In a recent survey at the Hospitals of the Philadel- 
phia College of Osteopathy of cases in which this tech- 
nic was employed it was found that 90 per cent of 
fractures healed without incident. There has been no 
mortality, and this in part may be attributed to the 
excellent management by my colleagues of the patients’ 
metabolic and organic complications. 

In the patient who has suffered from his fracture 
for weeks or possibly months before it is discovered 
or treated, or in the patient who has developed aseptic 
necrosis of the cervical and capitate femur, high sub- 
trochanteric osteotomy in the selected case has been the 
procedure of choice. 


FRACTURES AND FRACTURE-DISLOCATIONS OF THE 
PROXIMAL HUMERUS 


This type of injury sometimes poses a very diffi- 
cult problem because of the severe damage to the soft 
tissues, including the musculotendinous cuff of the 
shoulder joint, frequently the fibers of the brachial 
plexus, and occasionally the circulatory balance of the 
upper extremity. 

Actually, immobilization and soft tissue damage 
produce more potential disability than the fracture it- 
self, and frequently these patients develop fibrous 
ankylosis of the shoulder joint which is commonly 
known as frozen shoulder. 

In these cases it is my opinion that heroic efforts 
should not be made because most of these patients are 
physically unable to withstand surgical interference, 
and many times the desired end-results are not achieved. 

I recommend weekly or biweekly serial x-ray ex- 
aminations of the involved shoulder by a radiologist in 
order to guard against subluxation or luxation in the 
joint that apparently has been satisfactorily reduced 
and immobilized. However, in spite of all measures, 
luxation may recur even with the patient in firm im- 
mobilization. 

Rarely, if the head of the humerus is completely 
dislocated and is in the subacromial or subcoracoid 
area, reduction and replacement of the humeral head 
through the laceration in the capsule is possible, but 
the trauma which attends the attempt at closed reduc- 
tion may cause more serious problems than that which 
exists. The laceration in the musculotendinous cuff or 
the capsule is frequently so small that I am amazed 
that the capitate portion of the humerus was able to 
slip through and come to rest in the subcoracoid tissues. 


Most of these cases require only immobilization in 
a Velpeau bandage for a period of 2 or 3 weeks, follow- _ 
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ing which the patient carries the extremity in a sling 
and begins voluntary exercises, usually in the attitude 
of relaxation, in an effort to regain physiologic control 
of the muscles of the shoulder girdle. 

If a hanging cast is employed for traction to the 
fracture zone, frequent x-ray studies are advisable be- 
cause subluxation often occurs. 

It is far better for the patient to. have a good 
functioning shoulder with some deformity of the bony 
architecture than to have a perfect structure with no 
function. Minor misalignment of the fractured parts is 
not to be feared but soft tissue disability is to be 
avoided. : 

Voluntary muscular exercises should be carried 
out as soon as the pain has subsided. I have also found 
that electrical stimulation of the muscles is of value. 

In the patient with a dislocation of the humeral 
head who is otherwise in good physical condition and 
can stand a general anesthetic, I have found removal 
of the head of the humerus and insertion of a Neer- 
type vitallium humeral prosthesis to be valuable, and 
the results have been quite satisfactory. The opera- 
tion itself is not too difficult or time consuming, and in 
most cases the patient is able to start voluntary exer- 
cises within 2 weeks after the operation. 

Care should be exercised in advising the patient or 
his family as to the ultimate outcome, because in these 
cases disability results in 10 to 25 per cent in spite of 
any type of therapy. Some of the patients will recover 
completely, but most will have a residual deformity that 
should be explained to the family and the patient before 
any type of therapy is instituted. 


FRACTURES OF THE DISTAL RADIUS AND ULNA 


Fractures of the distal radius and ulna are prob- 
ably the most frequent fractures in the aged. Peculiar- 
ly, they usually heal rapidly, but deformity is difficult 
to prevent. The greatest problem is maintenance of 
function in the fingers, hand, and wrist. Prevention 
of post-traumatic tenosynovitis by early use is the key- 
note of treatment. Function is more important than a 
cabinetmaker reduction. 

Every effort should be made to maintain the length 
of the radius by breaking up the impaction or telescop- 
ing the fragments of the distal radius, because if short- 
ening of the radius persists the patient will have a 
radial deviation of the hand and a varying degree of 
disability because of this position. 


Unless the fracture is in satisfactory position, the 
use of regional anesthesia, brachial plexus block, or 
light general anesthesia is required during mobilization 
of the fracture zone and to force the hand into ulnar 
deviation and slight flexion in order to maintain the 
length of the radius and its normal relationship with 
the shaft and the carpal bones. A plaster-of-paris cast 
extending from the metacarpophalangeal articulation to 
the antecubital space is probably the best type of im- 
mobilization. 

Preoperative and postoperative x-ray studies are 
essential in these cases because of the common tendency 
in the aged for the fracture deformity to recur even 
while the plaster cast is worn. 


In the average case the plaster-of-paris cast is re- 
moved in 2 to 3 weeks, x-ray studies are again made, 
and the wrist is then supported with an elastic bandage. 
I almost routinely use an elastoplast bandage extending 
from the base of the first metacarpophalangeal articula- 
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tion to a point approximately 4 inches above the wrist ; 
it is applied in a double thickness which permits greater 
use of the hand and fingers and at the same time gives 
the wrist adequate support. Such bandages should be 
reapplied every 3 or 4 days to permit care of the skin. 
At the same time, various types of physiotherapy such 
as massage and electrical stimulation of muscle tissue, 
particularly on the dorsum of the hand and wrist, can 
be instituted to prevent adhesions in the tendon sheaths 
and to overcome the accompanying post-traumatic teno- 
synovitis. Active use of the fingers and hand is com- 
menced as soon as the plaster is applied and continued 
throughout the patient’s convalescence. 

Bivalving of the cast is advocated by some and has 
been successful, but I have not employed this technic 
except in those cases in which post-traumatic swelling 
is a problem. 

X-ray studies are made again at the end of 6 or 7 
weeks after reduction of the fracture. Under average 
circumstances all supportive bandages can be removed 
at this time and the patient encouraged in full active 
use of the hand and wrist. The importance of early 
active use of the fingers and hand in these cases cannot 
be overemphasized. 


COMPRESSION FRACTURES OF THE VERTEBRAE 

Senile osteoporosis predisposes to compression of 
the bodies of the dorsal and lumbar vertebrae. It has 
been frequently noted that the compression mechanism 
may require only a minimum of trauma; in fact, in 
many cases, trauma appears to be incidental to its oc- 
currence. Frequently the bodies of the vertebrae appear 
to collapse with no history of trauma other than the 
effort of weight bearing on the vertebral bodies in 
standing, walking, or sitting. 

Pain is a predominant symptom in these cases, 
and frequently bed rest and sedation are required to 
control it. The pain appears to be due to spasm of 
the paraspinal muscles in their effort to splint the area 
of involvement and prevent movement. 

Serial x-ray examinations in these cases is impera- 
tive, and if upon the first examination there is no 
evidence of fracture, the studies should be repeated in 
10 days to 2 weeks, for many times only a molecular 
disruption of the body of the vertebra occurs at first. 
the collapse occurring as a result of the forces of 
gravity when the patient is in the erect position. 

Unless there is some contraindication, bed rest is 
prescribed for a week or 2 until the pain subsides. The 
patient is then fitted with a Taylor spinal brace extend- 
ing from the pelvis to the shoulders. There are other 
types of braces which might well be employed either 
with or without crutches, but I have found that most 
of these elderly patients do not cooperate nor can they 
stand crutches in the axilla and, instead, I usually em- 
ploy shoulder straps, which help maintain the erect 
position and prevent anteflexion of the spine. 

_ Rarely do these fractures produce cord damage. 
and they do not become surgical emergencies. It is of 
importance, however, to advise the patient or his fam- 
ily that the lifelong use of the brace or some similar 
support will be necessary because recurrences in other 
areas are common in senile osteoporosis. 

I employ a combination of androgenic and estro- 
genic substances as a means of overcoming the calcium 
loss in the bone tissue and also because it appears to 
improve the density of bone to a marked degree. The 
dosage is the same as that used in fractures of the 
proximal femur. 


Volume 55 
Number 5 

At the time of examination most of these patients 
present senile kyphosis, and after such fractures 
kyphosis appears to extend, but aside from the de- 
formity it causes little or no difficulty. 

Osteopathic manipulative therapy of the soft tis- 
sues of the paraspinal structures not only will greatly 
reliéve the muscle spasm but probably will have a bene- 
ficial effect on the trophicity of the tissues involved. 


CHRONIC DEGENERATIVE OSTEOARTHROSIS OF THE 
HIP JOINT 


Malum coxae senilis frequently occurs at an age 
when operative procedures on the hip joint are contra- 
indicated either from the standpoint of safety or the 
practical end-result. 

Pain, shortening, and progressive disability will 
bring the patient to the physician’s office. From these 
symptoms the physician may suspect the diagnosis, 
hut x-ray examination is essential for a complete study 
of the case. It must be borne in mind that chronic 
degenerative osteoarthrosis is not a true arthritis ; what- 
ever inflammatory changes present are secondary to 
ithe underlying pathologic changes of aseptic necrosis. 
Aseptic necrosis may be due either to a trophic disturb- 
ance of bone or to an avascularity of bone brought 
about by the normal processes of age or possibly by 
embolic phenomena as a result of trauma. 

Arthroplasty of the hip joint for this condition 
is a very controversial subject. In the patient who is a 
good surgical risk and in one in whom the aging proc- 
ess of the tissues has not been too great, this procedure 
might be considered. However, the end-results in the 
aged patient are not particularly good because of his 
inability to cooperate with the surgeon in effectual 
muscular rehabilitation following surgery. In the av- 
erage case the competent surgeon can perform arthro- 
plasty without too much difficulty, and under proper 
management the patient will recover from surgery, 
but the success of any of the operations is directly 
dependent upon the will and determination of the pa- 
tient to rehabilitate the involved musculature and the 
ability of the tissues themselves to be rehabilitated. In 
the older patient, rehabilitation is not easy to accom- 
plish. 

In such cases I have quite frequently performed a 
comparatively simple procedure in which the distribu- 
tion of the obturator nerve to the anterior capsule of 
the hip joint is interrupted by neurectomy, and in some 
more difficult and protracted cases, the sciatic innerva- 
tion to the posterior capsule is interrupted. There is 
little or no muscular disability following this procedure, 
and the results have been quite satisfactory. Although 
pain may not be entirely relieved, at least its intensity 
is lessened. Interruption of nerves to the articular 
capsule should never be performed prior to arthroplasty 
hecause of the possible involvement of the adductor 
muscles of the thigh. For the most part, results are 
very gratifying, but occasionally they are disappointing. 

Since pain in this type of involvement of the hip 
joint is due to capsular irritation and not to the in- 
volvement of the bone itself, desensitization of the cap- 
sule by injection of Novocain or other solutions has 
been attempted. Injections may be made directly into 
the capsule or into the articular space if any remains. 
The results may be satisfactory, but the patient will 
have to return again and again for continued relief as 
a of any of these solutions is transitory 
at best. 
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Recently, injection of Hydrocortone or similar 
substances directly into the joint space has been used 
with varying degrees of success. Principally it seems 
to decrease the intensity of pain by its effect on the 
capsule, but it apparently has little or no effect on the 
underlying condition. These injections must be repeated 
to provide a continuous effect, though the interval of 
injection will vary with individual cases. 

A frank discussion of the problem with the patient 
and the family before any treatment is instituted is of 
extreme importance to avoid misunderstanding and un- 
pleasantness at a later date. The patient should definite- 
ly understand that the conservative management of 
degenerative osteoarthrosis of the hip joint leaves much 
to be desired and the only thing the physician can at- 
tempt is palliation of pain. 

The patient should be instructed to bear as little 
weight as possible on the involved extremity, even to 
the point of using crutches or some apparatus to take 
the force of weight bearing off the involved hip joint. 
Braces with an ischial rest applied to the lower ex- 
tremity have been employed and in some cases have 
been quite effective ; however, most braces of this type 
are not too efficient; they are cumbersome and fre- 
quently are discarded by the patient after a short trial. 

Frequent periods of rest throughout the waking 
day are just as essential in overcoming the acute at- 
tacks or the acute manifestations of this disease as they 
are in any other painful condition. Maintenance of the 
general health and well-being of the patient is of ut- 
most importance. 

Progressive resistance exercises for the lower ex- 
tremity and the use of various physical modalities to 
develop or maintain muscle tonicity such as electrical 
stimulation of the muscles themselves are of value 
in reducing pain, improving muscle tone, and improv- 
ing function. In many cases they have actually re- 
duced the disability by reduction of pain, but therapy 
must be continued by the patient indefinitely for the 
best end-result. 

When excessive shortening is demonstrated, suit- 
able lift therapy is essential to prevent secondary in- 
volvement of the lumbar spine and sacroiliac joints. 
The amount of lift should be just enough to relieve 
the strain on the lumbar and sacroiliac articulations, 
and attempts to overcome the actual shortening in the 
extremity are often neither wise nor necessary. 


CONCLUSIONS 


Heroic measures should be avoided in the manage- 
ment of geriatric orthopedic problems. 

Consultation with competent internists should be- 
come a routine procedure in geriatric orthopedic cases. 

Early restoration of function and active physi- 
ologic use of the part within the limitation of good 
management are to be encouraged. 

Frank discussion of the problem with the patient 
and his family is of utmost importance in helping them 
understand the problem which confronts the physician 
in the management of the case. 

The physician should be extremely careful in giv- 
ing a prognosis in any orthopedic case no matter what 
the age of the patient. 

The frequent use of serial x-ray examinations by 
a competent radiologist will keep the physician posted 
on the progress of his patient and may avoid medico- 
legal difficulties. 


12 S. Twelfth St. 
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Hypnotherapy and Narcotherapy* 


IRWIN ROTHMAN, V.M.D., D.O. 
Philadelphia 


Hypnotherapy is daily becoming more accepted, 
even though there is still much prejudice against hyp- 
nosis as a therapeutic aid, partially because of its 
abandonment by Freud. Freud started as a hypnotist, 
and psychoanalysis stemmed from hypnotism. Shneck’s* 
recent treatise on Freud’s abandonment of hypnotism 
cast an interesting new light on the inhibitions and 
personal motives of the great founder of psychoanalysis 
and make his reasons for abandoning hypnosis appear 
only as the intellectual rationalizations he was so keen 
at sensing in others. 

Modern and younger psychiatrists are more fre- 
quently expressing opinions such as the following of 
Duval :? “Hypnotism is a special psychiatric treatment 
procedure and should be grouped with shock therapy, 
narco-analysis, narcosynthesis, psychoanalysis or other 
exploratory psychotherapy.” 

The place that hypnotism should have in medical 
education was recently defined in a report by the con- 
servative British Medical Association.* 

... It is recommended that a description of hypnotism and 
its therapeutic possibilities, limitations, and dangers should be 
given to medical undergraduates during their psychiatric course. 

. .. Instruction in the clinical use of hypnotism should be 
given to all medical postgraduates training as specialists in psy- 
chological medicine and possibly . . . to trainee anaesthetists 
and obstetricians, so that they will understand its indications 
and practical applications. . . . 

The following is a list of some of the newer hypno- 
therapeutic technics which are helping to swing the 
pendulum of hypnotherapy to an acceptable middle of 
the road between unsubstantiated overenthusiastic 
claims and rigid nonacceptance : 

. Regression 

. Revivification 

. Experimental conflict 

Dreaming by request 

Automatic writing 

Blackboard writing 

. Theater visualization 

Autohypnotic training of the patient 
. Intensification of emotions 

10. Therapeutic interpretation of the hypnotic re- 
lationship 

. Hypnotic reproduction of symptoms 

12. Substitution of symptoms 

13. Free association under hypnosis 

14. Group hypnotherapy 

15. Desensitization 

16. Imaginary therapist 

17. Combined hypnotism and narcotherapy. 

It will be observed that nowhere on the above list 
is there the direct command for symptoms to disappear. 
This is the old concept of hypnotism in psychiatry, and 
it should be used sparingly. I have described elsewhere 
some of its uses in fields other than psychiatry.* In 
these fields the direct command or prestige method is 
indicated more frequently. 


THERAPY THROUGH HYPNOSIS 
As Rosen’ stated, we should speak of therapy 
through hypnosis rather than therapy by hypnosis. 


*Presented at the Annual Meeting of the American College of Neu- 
ropsychiatrists (Osteopathic), Los Angeles, July 15, 1955, 


This differentiation takes into account the important 
interpersonal relationships of the patient and what hyp- 
notism means to him. The theorists of the psycho- 
analytic schools have been cognizant of this aspect of 
hypnosis. Unfortunately, however, they have stated 
that these interpersonal relationships of the patient are 
the actual mechanism of hypnosis. Thus, some say 
hypnotism is a variant of dependency on a father or 
mother figure,® an erotic state with inhibited goals,’ 
expression of repressed oedipal wishes,® passive mas- 
ochistic submission,® or magical identification with the 
omnipotence of the hypnotist.’ 

I believe that most of these are valid interpreta- 
tions of an individual patient’s needs that can be made 
as a therapeutic interpretation of the hypnotic relation- 
ship. However, to say that any of these is the mech- 
anism of hypnosis is an unscientific oversimplification. 
My opinion, based on animal experimentation, is that 
hypnotism is a natural biophysiologic phenomenon 
which is as universal phylogenetically as sleep. I have 
been able to produce or find a record of a hypnotic state 
in representative species of almost all phyla studied and 
thus believe it to be a universal biologic mechanism. 
It is my opinion that not only all lower animals but 
almost all persons can be hypnotized just as almost all 
would respond to an injection of amobarbital or thio- 
pental. The British Medical Journal states :'° 
Work with animals, in which the phenomena of hypnotism 
can be observed in relatively simple form, should not be neg- 
lected. It will only be when we know and understand a great 
deal more about hypnotism than we do now that we shall be 
able to make the best use of its therapeutic potentialities. 

However, many patients resistant to hypnotism 
may have to have their resistance analyzed out first 
before they can be hypnotized without panic resulting. 
Also there are relative and absolute contraindications 
to the use of hypnotism, especially by an inexperienced 
hypnotherapist. Hypnotism has been referred to as the 
“surgical route to the unconscious,” and the knife may 
indeed slip sometimes. 

A fascinating case which exemplifies the dangers 
of undertaking hypnotism in the resistant patient is 
that of a 26-year-old female who had had rigidly stiff 
limbs since she was 8 years old. The rigidity of 18 
years’ duration was so marked that patellar and Achilles 
tendon reflexes were unobtainable. The case had been 
declared to have an organic basis, and the girl was 
operated on by an experienced orthopedic surgeon in 
one of the largest medical school hospitals in Philadel- 
phia. The operation was unsuccessful, leaving the pa- 
tient with the impression she was suffering from a mys- 
terious and progressive spinal disorder. After weekly 
treatments of hypnotherapy, narcotherapy, and various 
combinations of these, the patient has shown marked 
improvement. She is now completely aware that her 
problem is not a physical one and has good insight ; she 
is holding a job, walking, and adjusting socially. How- 
ever, my overenthusiasm to produce results by attempt- 
ing hypnosis on this patient’s first visit almost resulted 
in her breaking off the treatment. Her sexualization of 
the hypnotic situation resulted in panic with nightmares 
in which the therapist was a devil with horns. Fortu- 
nately, her family physician was able to coax her back 
into therapy. 
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HYPNOTHERAPEUTIC TECHNICS 


Following are discussions of some of the new 
hypnotherapeutic technics mentioned above and of how 
they are used. 

Regression.— 

Without question, hypnotic subjects are capable of 
simulating behavior at a suggested regressed age much 
better than are conscious subjects. They can recall 
things at these earlier age levels that they cannot recall 
at adult levels. There are a large number of studies to 
indicate that the results on standard intelligence tests 
correspond to the regressed age indicated hypnotically. 

While there is room for disagreement, according 
to most authorities regression actually does reproduce 
early behavior accurately, regardless of the fact that 
regression is never stationary and is being altered by 
intrusion of mental functioning at other age levels." 

It is certainly therapeutically useful in recalling 
early experiences which have influenced the personality. 
In my experience, spontaneous regression sometimes 
occurs, and the patient may say he feels like a little boy 
or feels younger than his age. This can be thera- 
peutically significant if interpreted tactfully. 

Revivification.—This is closely allied to regression 
and consists of having the patient dramatically relive 
some experience. Often the therapist plays the role of 
a reassuring friend or a parent or parent-surrogate in 
this scene. This is also a frequently used narcothera- 
peutic technic and is very effectively used in war 
neuroses. 

The Experimental Conflict—Essentially this is a 
short-term experimental neurosis used to create the pa- 
tient’s somatic symptoms, either under hypnosis or 
posthypnotically, by eliciting in him the emotions which 
are the suspected cause of the somatic symptoms. This 
is often an effective method of demonstrating conclu- 
sively the psychic basis of a symptom to a patient who 
has wandered from physician to physician and psychia- 
trist to psychiatrist, never accepting their statement of 


functional cause. It has been used very effectively in ~ 


migraine. 

Dreaming by Request.—In this technic the patient 
dreams while under hypnosis. He is asked to have a 
dream about some particular problem and, if necessary, 
additional dreams to explain the first dream. This 
speeds up any therapeutic approaches which utilize 
dream interpretation. An additional valuable aid in 
therapy which I was taught by Dr. J. M. Schneck’” 
consists in having the patient hypnotize himself, espe- 
cially at bedtime, and suggest to himself that he will 
have a therapeutically useful dream. 

<lutomatic Writing—This is a well-known phe- 
nomenon in which the patient’s hand is taught to write 
without his being aware of it—very much like doodling 
during a phone conversation. For a blocked or silent 
patient this can be a valuable technic. Often the writ- 
ing is cryptic, and the patient is asked to translate it 
by opening his eyes while under hypnosis. 

Blackboard Writing.—This technic, which Dr. 
Schneck”? also taught me and which apparently has 
never been published, is easier to teach most patients 
than is automatic writing since the actual mechanics 
of writing with a pencil need not be utilized. The pa- 
tient is asked merely to visualize a blackboard with 
chalk poised on it ready to write. He may be asked to 
watch the imaginary chalk and report what it is writing. 

Theater Visualization.—This is a frequently used 
technic wherein the patient is asked to visualize himself 
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in a theater and watch the players on the stage and 
report their actions and appearance. The performers 
may later be identified by asking the patient to focus 
on them more clearly as does a movie camera, or to fit 
a number of false faces or rubber masks of people he 
knows (relatives, the therapist, et cetera) onto the 
faces of the performers, and seeing which one “sticks.” 

Autohypnosis.—This technic is a useful adjunct in 
later treatment in reconditionings, experimental dream 
induction, and helping to break any dependency aspect 
of the interpersonal relationship with the therapist. 

Itensification of Emotions.—This technic can be 
dramatic in the patient whose emotions are flat or 
whose defense has been isolation or intellectualism. 
Rosen’ has reported a patient who attempted to choke 
him as a result of this technic and suggests caution in 
its use. I have had hostile patients suddenly snap out 
of their hypnotic state in a startled condition when told 
that “every emotion you are now feeling is being mag- 
nified and intensified in every fiber of your being; 
stronger and stronger it grows.” 

Interpretation of the Hypnotic Relationship.—As 
suggested earlier, the interpersonal relationship of 
hypnosis means different things to different people. 
The tactful and timed interpretation of this relation- 
ship can be a rapid equivalent to the analysis of the 
transference in orthodox psychoanalytic procedures. 

Hypnotic Reproduction of Symptoms.—In many 
patients who doubt the functional origin of their symp- 
toms this is a valuable technic. The symptoms may be 
duplicated under hypnosis; later the patient is taught 
to duplicate them under autohypnosis. Then he can be 
told that if he can produce them he can also remove 
them. This may often be the first hopeful step. 

Hypnotic Substitution of Symptoms.—This meth- 
od is the most reminiscent of old-style prestige or com- 
mand hypnosis and is used mostly when deeper insight 
therapy is impractical. It can also be used as an inter- 
mittent therapeutic measure. A patient with hysterical 
muscular weakness of an arm was taught to transfer 
this weakness to the little finger of the same hand. 
This was effective temporarily and helped to encourage 
the patient to stay with therapy until deeper insights 
were available. . 

Free Association under Hypnosis.—Otten free as- 
sociation under hypnosis is less inhibited and more 
fruitful than it is in the waking state. A very light 
hypnosis is usually used, and in my opinion, this identi- 
cal state is sometimes achieved accidentally in orthodox 
“couch” psychoanalysis. 

Group Hypnotherapy.—Many conditions can be 
usefully treated in a group. I treated a group of stam- 
merers by group hypnotherapy. The stammerers were 
taught self-relaxation and were shown that they could 
speak without stammering while relaxed, especially 
when talking about neutral scenes they were asked to 
describe, such as a country scene without people. Those 
who had previously had individual or group psycho- 
therapy felt this to be a much more effective method. 

Desensitisation.— 

This is similar to biologic immunization by in- 
creased doses of a vaccine or allergen. For example, 
in the group hypnotherapy situation described above, 
the description of a neutral country scene was followed 
by description of such a scene after a person was intro- 
duced into it. Gradually the persons depicted and 
spoken to in the imaginary scene were introduced in 
order of the increasing probability of their causing the 
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patient to stammer in real life. The stammerer was 
thus gradually desensitized to the irritating individuals 
and at the same time acquired insight into his reasons 
for stammering. 

This technic has been valuable also in desensitizing 
patients to phobic situations, and often later successful 
regression can be accomplished with unearthing of 
traumatic material. This was done in the 26-year-old 
woman with the walking difficulties previously referred 
to. After she had gained much insight under hypno- 
therapeutic technics, attempts were made to desensitize 
her by having her visualize, under hypnosis, going out 
with men on dates. Following a number of these 
desensitization sessions with a lessening of resistance, 
a regression session produced a recall of a traumatic 
memory which she had forgotten for 19 years. The 
little girl had run out to an auto in the street thinking 
it was her grandfather in the car. A sexual pervert in 
the car grabbed her and felt her legs and thighs. This 
experience was later revivified in her imagination under 
hypnosis, projected on a “movie” screen, and thus she 
was gradually desensitized to the traumatic experience. 

Imaginary Therapist—A very recently reported" 
technic which I have found to be useful is the imaginary 
therapist technic. This consists of the patient visualiz- 
ing the therapist and talking to the imaginary therapist. 
The imaginary therapist also asks questions and inter- 
prets. Since it is felt that at some level the patient has 
a clue to his problem, this technic may be quite reveal- 
ing to the patient. It also can be very interesting to a 
therapist. For example, in a case where I felt I was 
being carefully nondirective and very passive, | was 
quite surprised to hear my imaginary counterpart ask, 
“Why the hell don’t you go back to work, Joe?” The 
patient was not offended by this question from the 
imaginary therapist and answered it at length. 

Combined Hypnotism and Narcotherapy.— 

Hypnotism used in combination with amobarbital 
intravenously and with mixtures of amobarbital and 
methamphetamine intravenously has been very gratify- 
ing therapeutically in my experience. 

In a patient in whom it is difficult or time consum- 
ing to induce hypnosis and where it has been deter- 
mined that hypnosis would be safe despite this resist- 
ance, the intravenous use of amobarbital injected slowly 
with conditioning of the patient by the Voigt fractiona- 
tion method is very effective. This consists of making 
repeated suggestions to the patient in the narcotized 
state that his eyes will close and he will fall into a 
hypnotic “sleep” on a given signal. The signal is re- 
peated along with the opening and closing of the eyes 
until conditioning has occurred. At the next interview 
the patient usually will drop into the hypnotic state in 
response to the conditioning stimulus and without the 
use of any more barbiturate injections. 


Methamphetamine-amobarbital injection has been 
particularly successful when used with hypnosis to help 
activate a posthypnotic suggestion and increase confi- 
dence in carrying it out or when used in sessions be- 
fore hypnosis is attempted to disinhibit the patient and 
establish rapport more promptly. It has also been use- 
ful in alternating sessions where hypnosis may be used 
at one session and the intravenous combination at an- 
other session and to help successfully in the initial 
overcoming of phobias similar to Masserman’s* use of 
alcohol in experimental neuroses in cats. 


Recently Hoch" reported for the first time in the 
literature that he has found the mixture of meth- 
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amphetamine and amobarbital to be the most effective 
agent in stopping the experimental psychosis produced 
by d-L.S.D. 25 (d-lysergic acid diethylamide), but he 
did not state whether he used it intravenously or orally. 
However, about a year ago I volunteered for d-L.S.D. 
25 psychosis, and one intravenous injection of the 
methamphetamine-amobarbital mixture very effectively 
terminated the state. However, it must be stated that 
it has not been possible to terminate naturally occurring 
psychoses with this same rapidity, although the mixture 
hasbeen proved without a doubt to be a valuable ad- 
junct to the psychotherapy of neuroses and psychoses. 
Almost all my patients on whom the amobarbital- 
methamphetamine mixture was used reported that it 
accelerated their progress better than all previous 
methods used by me or other therapists. The only 
exceptions were those on whom the newer hypnothera- 
peutic technics were used. They preferred these. 


CASE REPORT 


A case report utilizing some of the methods dis- 
cussed may give some idea of practical application. 

Case 1. In a case which comes to mind because of 
its recency, a combination of methods was utilized. 
This patient, an intelligent 36-year-old male, had con- 
sulted fifteen well-known specialists in a period of 1 
year and had received various diagnoses of organic 
disturbances and a few of functional disease. Briefly, 
his complaints were that following a “virus” attack he 
developed double vision and then progressive weakness 
of the extremities which disabled him so that he 
could not return to work. 

Methods Used in Treatment.— 

1. Short Period of Ventilation under Narcother- 
apy : The patient was allowed to ventilate, especially his 
hostility against previous doctors. He had quit his 
previous psychiatrist because he was not progressing 
and also because “He yawns while he takes your 
money. The idea of a man yawning when he listens 
to you and is getting paid well makes me mad.” Later, 
after better rapport was established and the histrionic 
and approval needs of the patient could be interpreted, 
I was able to relax and yawn with impunity. 

2. Interpretations under Narcoanalysis: There 
followed a period of narcoanalysis with the intravenous 
combination, and some interpretations were accepted, 
including an interpretation which explained the diplopia 
to the patient’s satisfaction and caused its rapid disap- 
pearance. 

3. Hypnosis: Next, the patient was hypnotized 
after a point of resistance was reached where he argued 
strongly for the organicity of his symptoms. His symp- 
toms were produced for him by hypnosis. 

4. Autohypnotic Reproduction of Symptoms: The 
patient was then shown he could produce his own 
symptoms autohypnotically. 

5. Symptom Substitution under Hypnosis: The 
patient was taught to induce numbness autohypnotical- 
ly, then stiffness of the little finger instead of the weak- 
ness in the corresponding arm. This was helpful but 
only partially successful since the need for symptoms 
was strongly present. However, the patient’s air of 
hopelessness, which had led a previous psychiatrist to 
suggest electroshock treatment, rapidly left and im- 
provement progressed. 

6. Theater Visualization: This technic was then 
used to aid in further depth probing. This was suc- 
cessful. 
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7. Dream Induction: The patient claimed that he 
had never dreamed. However, following successful 
theater visualization he was induced to dream by re- 
quest and also had dreams at night posthypnotically and 
spontaneously. 

8. Verbal Psychotherapy: After twelve visits and 
almost complete recovery, verbal psychotherapy in the 
waking state was utilized to make certain all insights 
were integrated on a conscious level. 
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SUMMARY 

New hypnotherapeutic technics have been briefly 
described. Various ferms of narcotherapy combined 
with hypnotherapy have been mentioned. Greater 
depth, increased flexibility, and rapidity of psychother- 
apy with the use of the above methods have been illus- 
trated by case reports. 
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The Restoration of Arterial Continuity by 
Direct Surgical Attack* 


W. DONALD BAKER, D.O., F.A.C.O.S. 
Los Angeles 


and 
WILLIAM T. BARROWS, D.O. 
Oakland, California 


In this constantly changing world, physicians in 
all branches of the healing arts in every country are 
continually being impressed with the need for discard- 
ing obsolete technics, theories, medications, and modes 
of treatment and replacing them with proved, vastly 
superior new ones. None of us is immune to these 
changes, and none may hope to be of value to his pa- 
tients unless he actively participates in the development 
and use of these newer concepts. 

Some of the greatest strides made in the last 
decade have been in the field of surgery for injuries and 
disease affecting the cardiovascular system. Many 
things which have been accepted from past teaching 
and reading as true are now being proved false, and 
this is particularly true of methods dealing with disrup- 
tion of the continuity of arteries. The fact that in- 
juries, ligation, or other forms of arterial obstruction 
are followed by gangrene has been known for many 
years, but the fact that injured or diseased major ar- 
teries may be sutured or repaired has not been well 
understood ; even today the majority of physicians and 
surgeons do not recognize the extreme importance of 
this fact. The purpose of this discussion is not to at- 
tempt to make vascular surgeons out of all doctors, but 
rather to stimulate thinking so that all doctors will be 
made aware of what can be done and thus markedly 
reduce the incidence of unnecessary amputations and 
permanent vascular crippling in years to come. 

The causes of disruption of arterial continuity may 
be roughly classified under five major groupings : 

1. Traumatic injuries: These result from acci- 
dental injury at the time of surgery, penetrating wounds 
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due to sharp instruments such as glass and knives, and 
other traumatic or crushing wounds. 

2. Acute embolic occlusion: The most frequent 
source of acute embolic occlusion is a detached throm- 
bus or portion of a thrombus which has developed in 
a fibrillating auricle; therefore, in chronic auricular 
fibrillation, with or without signs of actual congestive 
failure, acute embolic arterial occlusion should be an- 
ticipated. A thrombus may also develop within the 
walls of an artery and later detach and become an 
embolus. Arteriosclerosis obliterans may also predis- 
pose to thrombosis formation and embolism. 

3. Chronic occlusive arterial disease: Arterioscle- 
rosis obliterans, particularly the large vessel type, is an 
increasing source of chronic arterial occlusion which 
gradually shuts off the flow of blood through an artery. 
The increased longevity of the human race brings this 
problem more and more into prominence, and it is a 
rather frequent problem in the later decades of life. 
The associated pain, disability, morbidity, and mor- 
tality pose a real threat to the patient and a challenge 
to the physician. Fortunately, some of the greatest ad- 
vances have been in the management of these cases. 

4. Congenital anomalies: Coarctation of the aorta 
is the chief cause of this type. 

5. Acquired defects: Aneurysm of large vessels 
and arteriovenous fistulas are examples of this type. 

Direct surgical procedures for correcting disrup- 
tions of arterial continuity include: 

1. Direct repair by everting suture 

2. Direct end-to-end anastomosis 

3. Embolectomy 

4. Bridging of a defect by use of a graft: (a) 
venous autogenous graft, (b) homologous arterial graft 
from an artery bank, or (c) one of the new synthetic 
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grafts made from plastic, nylon, orlon, et cetera, all of 
which are constantly being improved 

5. Resection of an area of coarctation, aneurysm, 
or fistula and anastomosis by either direct end-to-end 
anastomosis or a bridging procedure. 

6. Restorative procedures such as thromboendar- 
terectomy or arteriectomy with actual removal of an 
occluded section and replacement by graft 

7. Sympathectomy to relieve vasospasm as well as 
to allow maximum development of collateral circulation 
to the affected area. 

Postoperative care includes adequate anticoagula- 
tion therapy, general medical supervision, and struc- 
tural care. 


TRAUMATIC INJURIES 

Five general principles apply to treatment of acute 
traumatic vascular injuries: (1) do not delay, (2) do 
not elevate, (3) do not apply heat, (4) do not refrig- 
erate, and (5) do not ligate. 

It is recognized that ligation may be a lifesaving 
procedure, but the benefits of arterial repair are so dra- 
matic that arterial suturing and repair technics should 
be acquired by all surgeons. Only minor arteries should 
be ligated, and a principle well worth remembering is 
that if ligation is necessary it should be done whenever 
possible just distal to a large collateral branch so that 
the entire force of the arterial circulation will be di- 
rected into this collateral branch in order to develop 
a more adequate distal circulation. Practical and clinical 
experiments have proved this to be true, particularly 
in the case of the femoral artery, and it has been found 
that if ligation is performed just distal to the deep 
femoral artery, amputation is rarely necessary. If liga- 
tion is lower down, between the deep femoral and the 
popliteal arteries, amputation is much more frequently 
necessary. 

It is important to remember that the collateral cir- 
culation in the upper extremity is such that almost any 
artery in the upper extremity may be ligated with more 
or less impunity (although repair, of course, is to be 
desired), in contrast to the lower extremity in which 
every attempt should be made to repair the artery, even 
down to and including the popliteal level. 

If the artery or laceration is a minor incomplete 
one, simple repair with no. 5-0 arterial silk suture, 
using a running mattress everting stitch, is all that is 
necessary. The raw edges are everted to prevent clot 
formation in the repaired artery, which almost invaria- 
bly occurs when a raw surface is presented to the blood 
stream. This is in distinct contrast to the usual proce- 
dure in suturing bowel or peritoneal surfaces. 

If the vessel is completely or almost completely 
severed and the ends can be approximated, a direct end- 
to-end anastomosis is done using a running mattress 
everting stitch on the posterior half of the vessel and 
interrupted mattress everting stitches on the anterior 
half. 

If the vessel is completely severed and the ends 
have retracted, the introduction of a vein graft is 
usually possible. The vein most frequently used for a 
graft is the long saphenous vein. However, segments 
of the femoral, jugular, or the companion vein to the 
injured artery may be used. In using a vein for the 
graft, the direction of the vein must be reversed since 
the function of the vein is to carry blood to the heart 
and veins contain valves. The vein must be turned so 


that the valves will not impede the flow of blood from 
the proximal end of the severed artery to the distal end. 
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In contemplating any arterial repair the loss of 
blood is first controlled by direct pressure on the artery 
proximal to the injury. Adequate replacement of blood 
by transfusion is mandatory. There should be no hesi- 
tation in using multiple transfusions administered un- 
der pressure. Direct intra-arterial transfusion may be 
used if the situation is grave. 

The possibility of embolism from direct intra- 
arterial transfusion is very real, but must be disregarded 
if the patient’s life is in jeopardy and sufficient blood 
cannot be introduced through the venous system. Anti- 
coagulation therapy is started immediately and is best 
administered in the form of continuous intravenous 
drip, using 200 mg. of heparin in 1,000 cc. of saline 
solution at the rate of 20 to 30 drops per minute. The 
desired effect is to maintain the clotting time at 15 to 
20 minutes as determined by the Lee and White 
method. Dicumerol therapy is started at the completion 
of surgery, and the heparin solution is continued until 
the prothrombin activity is between 10 per cent and 30 
per cent of normal. Heparin may then be discontinued 
and Dicumerol used for an indefinite period. In some 
instances, anticoagulation therapy is continued for the 
rest of the patient’s life. 

It is imperative to remember that close laboratory 
control of anticoagulation therapy is mandatory until 
the patient’s tolerance to these drugs is known and the 
dosage is well stabilized. After stabilization, less fre- 
quent checks, even up to 2 weeks apart, may be made 
to maintain the patient at the desired anticoagulation 
level. 

Additional supplementary procedures to the repair 
and restoration of arterial continuity include immobili- 
zation of the operated area for several days to favor 
primary union of the suture line and sympathectomy 
or procaine block if arterial angiospasm is a complica- 
tion. Prolonged procaine block of the sympathetic 
nervous system may be maintained by repeated injec- 
tions or by introduction of procaine into the peridural 
sac by means of polyethylene tubing. The tubing is 
placed in the sac through a large spinal needle and thus 
kept available for intermittent injections (continuous 
peridural procaine block). As a rule, 72 hours of anti- 
coagulation therapy and sympathetic nerve blockade 
are all that are necessary for primary arterial repair, al- 
though in more complicated restorative procedures, 
anticoagulation therapy should be continued for 7 to 14 
days and, in some instances, for a much longer time. 


ACUTE EMBOLIC OCCLUSION 


Most emboli come from the heart, although some 
may originate within the walls of an artery. The exact 
location of an embolus must be known if the surgical 
approach is to be well planned. Localization may be 
difficult, however, because of the following factors: 
Collateral circulation may make the embolus appear to 
be more distal in the artery than it actually is. Throm- 
bus formation distal to the embolus, usually beginning 
within 2 to 24 hours after the onset of the acute em- 
bolic occlusion, distorts the true picture. The thrombus 
propagates in the direction of the flow of the blood 
(whether in an artery or a vein) and, consequently, in- 
creases the degree of obstruction in direct proportion 
to the length of the thrombus. Arteriospasm and vaso- 
spasm occur distal to the embolic occlusion and the 
level of the propagating thrombus; thus the degree of 
obstruction may change from hour to hour. 

Emboli usually lodge at the bifurcation of arteries. 
In this respect it is important to remember that approxi- 
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mately 55 per cent of emboli lodge in the femoral ar- 
tery, 18 per cent in the iliac artery, 10 per cent in the 
popliteal artery, 5 per cent in the aorta, and 2 per cent 
in the tibial artery. The remaining 10 per cent lodge 
in the upper extremities." 

Successful embolectomy depends upon thorough 
removal:of the embolus before irreversible damage is 
done to the intima of the artery. The sudden appear- 
ance of pain in an extremity followed by some degree 
of shock, and tenderness, which is most marked at the 
point of the embolic obstruction, coldness, and white- 
ness of the extremity, usually associated with absence 
of arterial pulsations and an oscillometric reading of 0, 
would arouse suspicion of acute embolic occlusion— 
especially if these symptoms occur in a patient with a 
previous history of rheumatic heart disease, fibrillation, 
or left-sided heart failure. 

The treatment of arterial embolism is almost al- 
ways surgical, although the imrhediate treatment in- 
cludes intravenous papaverine, sympathetic autonomic 
blockade by procaine injection or continuous peridural 
block, avoiding use of heat and cold and elevation or de- 
pendency of the extremity, and immediate continuous 
intravenous administration of heparin (after laboratory 
determination of prothrombin activity and clotting 
time). Treatment is instituted as soon as possible and 
continued while the patient and the operating room are 
prepared for an emergency procedure. In rare instances 
this emergency treatment results in dislodgment or dis- 
integration of the embolus and obviates the need for 
surgical intervention; therefore, the situation should 
be re-evaluated before the operation is started. 

The principles of the direct surgical attack include : 

1. Adequate incision over the suspected area of 
occlusion 

2. Compression of the artery by rubber-covered 
clamps or traction tapes above and below the embolus 

3. Longitudinal incision of the artery directly over 
the embolus 

4. Removal of the embolus by traction and/or suc- 
tion 

5. Irrigation of the area during surgery with 20 
per cent heparin solution 

6. Resuturing of the artery in the direction of in- 
cision with a running mattress everting suture of no. 5-0 
arterial silk. 

Postoperative care includes temporary immobiliza- 
tion of the operated extremity, continuous anticoagula- 
tion therapy, and continuous autonomic blockade or 
sympathectomy, depending upon the symptoms. 


CHRONIC OCCLUSIVE ARTERIAL DISEASE 


The greatest need for arterial surgery is in ac- 
quired arterial obstruction as evidenced by arterioscle- 
rosis obliterans of the large vessel type, with its at- 
tendant symptoms of gradual “circulatory starvation” 
of the extremities due to steadily decreasing blood 
supply. 

Many older people present themselves at doc- 
tors’ offices complaining of inability to walk more than 
a short distance without experiencing acute pain in one 
or both legs; the pain subsides with rest and the 
patient is then able to walk for approximately the same 
short distance as before (intermittent claudication). 
Other symptoms are cramping of the leg muscles at 
night (rest pain), coolness, or even coldness, of the 
affected extremities, blanching of the extremities, and a 
steady progression of any and all of the symptoms 
described above. 
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The patient presenting symptoms such as these 
should not be lightly brushed aside with a diagnosis of 
neuritis, rheumatism, arthritis, or the like, but rather 
he should be subjected to some rather simple diagnostic 
procedures which should make the diagnosis quite evi- 
dent. 

The patient is placed in the supine position and 
the feet and legs are elevated to approximately 30 de- 
grees above hip level and are maintained in this posi- 
tion by the examiner. The extremities are carefully 
observed for gradual whitening and blanching which 
may well involve toes, plantar surface of the foot, and 
even the whole foot and lower leg. When “blanching 
with elevation” has been observed the patient is imme- 
diately placed in the sitting position and the legs allowed 
to become dependent. Observation in this position will 
show delayed filling of the veins of the extremity most 
affected. This is followed by gradual return of color 
to the dependent extremity and later deepening into a 
greatly exaggerated shade which approaches red or 
burgundy. This is termed “dependency rubor.” When 
these two findings are observed the diagnosis is almost 
certainly that of occlusive arterial disease, and the level 
of occlusion may then be determined by further tests. 
Pulsation of the dorsal artery of the foot is noted, as is 
that of the popliteal artery and of the femoral arteries. 
Absence of or diminished volume at any level gives an 
index to the location of the obstruction. The oscillom- 
eter will then prove of extreme value in determining 
the degree and level of arterial obstruction. 


The pathologic process of the large vessel type of 
arteriosclerosis obliterans is such that entirely normal 
segments of artery may appear above and below an ob- 
structed segment. Therefore, the prognosis is not hope- 
less; on the contrary, it is good—especially if the 
obstruction is at a high level. 


When obstruction is present the patient is afforded 
the greatest immediate relief by performance of lumbar 
sympathectomy. Further definitive diagnosis is then 
accomplished by means of arteriograms. If the ob- 
struction is above femoral level, several means of 
definitive diagnosis are available. The aorta and upper 
portion of the iliac arteries may be inspected and pal- 
pated at the time of sympathectomy ; intra-aortic injec- 
tion may be done at the time of sympathectomy above 
the known level of obstruction; translumbar aortogra- 
phy may be done if sympathectomy is not performed ; 
or retrograde aortography may be done. 


The usual opaque media used for arterial visualiza- 
tion are Urokon or Diodrast. We used to feel that a 70 
per cent solution was necessary, but now have found 
that adequate visualization can be obtained by injecting 
25 to 35 cc. of a 35 per cent or 50 per cent solution of 
one of these media. 


If intra-aortic injection is done, a large caliber 
needle (18 gauge) is injected into the aorta under 
direct vision; 25 to 35 cc. of the medium are injected 
rapidly, and roentgenograms are immediately made. 
The same technic is followed if translumbar aortogra- 
phy is done, except that the aorta must be found by 
blind probing with a large caliber spinal needle; of 
course, this method is much less accurate and more 
hazardous because bleeding may occur at the injection 
site. 

If retrograde aortography is done we make a small 
incision over the femoral artery and insert polyethylene 
tubing through a large caliber cannula. This tubing is 
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directed toward the heart and is threaded up through 
the iliac artery into the aorta to just below the level of 
the renal arteries. If the polyethylene tubing is filled 
with the contrast medium its exact location can be 
checked by fluoroscopy or by roentgenograms and thus 
unknown coiling of the tubing in the iliac artery or the 
aorta, which may result in not obtaining the desired 
pictures, is avoided. When the tubing has been threaded 
to the desired level we again inject 25 to 35 cc. of the 
contrast medium very rapidly, and immediately take 
the necessary x-rays. It is important to note that if we 
suspect iliac obstruction on one side but not on the 
other, the tubing is introduced through the normal 
artery. (The latter is a rarely used procedure, but it is 
well to mention it.) 


If the obstruction is at or below the femoral level, 
a needle is introduced into the femoral artery under 
direct vision, through a small skin incision made over 
the artery at the level of the inguinal ligament, and an 
18 caliber needle, attached to a syringe, is introduced 
into the lumen of the artery. Rapid injection of 25 ce. 
of the solution is made, and x-rays are taken when the 
last 5 cc. are still being injected. Some of the radiolo- 
gists with whom we have been working have been ex- 
perimenting with exposures which include both legs 
from groin to ankle level by means of simultaneous 
exposure of three or more cassettes previously placed 
under the extremities. Since the clearest focusing is 
desired at the level of the knees in order that we may 
visualize the popliteal artery and any evidence of coun- 
tercurrent filling from below, the calibrations for x-ray 
exposure are computed to obtain maximum clarity at 
knee level. 

From the study of these arteriograms the level and 
extent of obstruction can be determined as well as the 
degree and condition of the collateral circulation below 
the level of obstruction. When these facts have been 
determined we next consider the use of surgical proce- 
dures such as thromboendarterectomy or resection of 
the involved segment, followed by homograft, synthetic 
graft transplant, or venous autograft. 

Any obstruction below the level of the renal ar- 
teries, down to and including the popliteal level, is 
amenable to one of these restorative procedures. The 
lower the obstruction, the smaller the vessel and, thus, 
the more difficult the anastomotic procedure and the 
greater the incidence of postanastomotic thrombosis. 

It is important to point out a factor which tends 
to favor good results in these reconstructive arterial 
procedures: When obstruction has occurred gradually, 
nature has had the opportunity to establish fairly ade- 
quate collateral circulation. This explains how it is 
possible for a saddle thrombus completely to occlude 
the bifurcation of the aorta at the level of the beginning 
of the iliac arteries, and yet the patient will show no 
gangrenous changes in either lower extremity. This 
gradual occlusion also makes it possible to clamp off 
the abdominal aorta completely for the time necessary 
either to remove the obstructed segment and insert a 
graft or to open the obstructed segment and completely 
strip the intima from the artery and then establish the 
arterial continuity with a running everting suture of 
no. 5-0 arterial silk. This procedure is thromboendar- 
terectomy. We have successfully performed it many 
times at all levels from aorta to popliteal artery, and by 
its use we have rehabilitated many otherwise hopeless 
progressive cardiovascular cripples. 


These extensive reconstructive arterial procedures 
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in particular call for close cooperation between surgeon, 
internist, and anesthetist, because patients are usually 
in the older age brackets and the systemic effects of 
arteriosclerosis have weakened many of their organs 
and vital reserves. Some of these operative procedures 
may take as long as 8 hours to complete, but they can 
be successfully handled by the combined efforts of in- 
ternist, anesthetist, and surgeon. In our practice the 
internist completely evaluates the patient prior to sur- 
gery and is consulted in preoperative preparation. Dur- 
ing surgery he works in cooperation with the anes- 
thetist in supervising the maintenance of adequate 
blood pressure levels, protection of the heart, establish- 
ment and maintenance of adequate anticoagulation 
levels, preventing and combating shock, et cetera. Post- 
operatively he is consulted regarding anticoagulation 
therapy and all other supportive care. 


CONGENITAL ANOMALIES 

The primary congenital anomaly with which we 
are most concerned in this discussion is coarctation of 
the aorta. The recognition and surgical correction of 
coarctation of the aorta are major advances in the treat- 
ment of congenital cardiovascular lesions. It has been 
stated that the procedure of surgical removal of 
coarctation of the aorta with end-to-end anastomosis of 
the vessel is logical and based on sound physiological 
principles. Strain on the left side of the heart and 
hypertension in the vessels proximal to the obstruction 
are relieved by restoration of an unobstructed aortic 
lumen. The normal pulsating flow in vessels distal to 
the obstruction is also restored. The operation protects 
the patient from the serious cardiovascular hazards 
which result from coarctation if it is not corrected. 
Recognition of the condition is extremely important so 
that appropriate surgical treatment can be carried out 
before irreversible cardiac or vascular damage results 
from the hypertension.® 

When it is realized that the first operation for 
coarctation of the aorta was performed in 1944 by 
Crafoord and Nylin* and that today it is a frequently 
done surgical procedure, the great advances which have 
takén place in this field during the last 11 vears can be 
recognized. Blalock, Potts, Gross, Holman, and many 
others have contributed greatly to the development of 
this type of surgery. 

The diagnosis of coarctation of the aorta is not 
difficult even in children, and one of the most easily 
demonstrated features in the young is hypertension, 
associated with complete or almost complete lack of 
bilateral femoral artery pulsations. Palpation of the 
femoral pulses should be a part of every examination 
of all infants, children, and adults. 

When this condition is present surgery is the only 
means of effective treatment, and every person with 
coarctation of the aorta deserves surgical consideration. 
The optimal age for operation has not been agreed upon 
although it appears to be between the ages of 10 and 
14 years, unless hypertension and cardiac decompensa- 
tion make earlier interference advisable.’ The youngest 
patient successfully operated on for this condition was 
10 weeks of age, the oldest 50 years of age. Almost 20 
per cent of patients operated on for coarctation of the 
aorta at the Mayo Clinic were over 30 years of age 
and the results in these cases were good. The average 
age of death of 11 patients from unoperated coarctation 
of the aorta of the adult type was 35 years. 

Since coarctation of the aorta is a congenital nar- 


rowing of the thoracic aorta which usually occurs just 
(Continued on page 319) 
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THE PROFESSION MIDYEAR—A REVIEW 


A visit to the Central Office of the American Os- 
teopathic Association between December 7 and 14 
would have found your elected representatives hard at 
work, piling up overtime. It would have made you 
acutely aware that the business of organized osteopathy, 
the activities which move your profession ahead and 
which help to make you proud to be an osteopathic 
physician, is a big and responsible business. Midyear 
for organized osteopathy nationally comes in Decem- 
ber; the fiscal year ends May 31, and the new A.O.A. 
President is inaugurated at the Annual Convention in 
mid-July, so that December is about half way through 
the year. 


The Board of Trustees, the profession’s executive 
body, did not convene until 9 a.m., December 9; actu- 
ally many members of the Board had been present for 
more than 2 days, attending meetings of various bu- 
reaus and committees whose business must be cleared 
before the Board is actually called into session. 


The Association of Osteopathic Colleges held a 
2-day meeting which was attended by the presidents 
and deans of the colleges, as well as the administrative 
officers. These college meetings are always much more 
than routine affairs to a group aware that osteopathic 
colleges must maintain a much closer relationship than 
other medical schools, hence, a group continuing to 
perfect its cooperative technics. 


The Executive Committee of the Auxiliary to the 
A.O.A. held a 2-day meeting, session-filled. The de- 
gree to which an individual osteopathic physician is 
aware of the significance of this affiliated organization 
is a measure of his knowledge of the breadth in which 
osteopathy is beginning to relate itself to communities 
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where it has a representative number of doctors. The 
national Auxiliary, its branches, and its affiliated hos- 
pital guilds are in the vanguard of community leader- 
ship. The Auxiliary’s work is reported in detail each 
month in THE Forum. There the Auxiliary officially 
reports to doctors, who can blame only themselves if 
they are not acquainted with the splendid achievements 
of these women. 


The 1955 midyear meetings in Chicago were 
especially important. This column will report sub- 
sequently on happenings of continuing interest. A 
certain number of these events are necessarily pro- 
cedural in nature—mechanisms by which affairs are 
kept moving, but other happenings are both policy- 
making and policy-executing and should be widely 
known. Your attention is called to three items outlined 
below in greater detail: “Executive Secretary,” “An 
Announcement,” and “Dispensers of Learning.” 


Size alone is often instructive. The agenda of the 
Board of Trustees at midyear, December, 1955, com- 
prised more than 400, 81x11 pages of mimeographed 
material, with at least one-quarter of the sheets type- 
filled on both sides. They made up into a 2-inch thick 
volume of reports, all recording activity and develop- 
ments since the annual meeting of the Board at Los 
Angeles, July, 1955. None of this copy was padded or 
unimportant ; much of it will be given careful specific 
study by persons responsible for passing judgment on 
the activities in process or that are presaged. But of all 
this, the material of the farthest-reaching significance 
was a Report made to the Association’s Board of Trus- 
tees, its elected and salaried officers, the heads of de- 
partments of the headquarters staff, and the Associa- 
tion of Osteopathic Colleges. All were in session to 
discuss a document entitled “A Report on Public Rela- 
tions and Fund-Raising for Osteopathic Education,” 
which had been submitted a few days prior to the meet- 
ing by Gonser and Gerber of Chicago. 


Gonser and Gerber are analysts and consultants in 
the field of public relations and fund-raising as it relates 
to higher education. They are not organizers and/or 
promoters of fund-raising campaigns. Known and 
retained widely throughout the Middle West by educa- 
tional and social institutions, they are known nationally 
for their expertness and high professionalism in a field 
that has become vital to the free-enterprise system, for 
the continuance of free enterprise by the West con- 
notes a social responsibility wisely executed. The Gon- 
ser and Gerber Report of 100 pages is many things. 
Primarily, it is concerned with “long-term planning 
and an evolutionary development of the potentialities 
for enlisting continuing support for osteopathic educa- 
tion and research.” The report is a monograph, philo- 
sophic in its approach but related to a specific field and 
a concrete situation. The practicalities which must grow 
out of the Report will be a test of the ability of the As- 
sociation’s leadership and the responsiveness of the 
osteopathic profession to meet the demands of a new 
day in osteopathy. 


In the closing paragraphs, the consultants, after 
6 months’ study and observation of osteopathy in ac- 
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tion, its profession, and its institutions, called the 
American Osteopathic Association to an “over-all de- 
velopmental program” that will be a sound investment 
“against disaster and a responsible answer to the chal- 
lenge of the future.” They go on to say: “As to the 
character of that challenge and the worthwhileness of 
meeting it, we suggest a careful reading of the editorial 
article in THE Forum for November, 1955, ‘The Road 
Ahead for Osteopathy.’ ” 

The burden laid upon the leadership of organized 
osteopathy, nationally, state-wide, and locally, can be 
a cross and eventually lead to ignominy of the profes- 
sion and a betrayal of the society which it is obligated 
to serve only if this profession fails to rise as a man 
to its total responsibility. But it has always risen in the 
past, to its pride and glory. If its responsibilities and 
burdens in earlier days were lighter, its resources of 
every character were relatively much less. The profes- 
sion’s greatest need today is that it shall become an 
informed profession, informed about itself. And then 
that it shall “Go tell the people.” 

The purpose of the A.O.A. editorial department 
and its publications is to do just that thing, tell the peo- 
ple—its own people first. The skilled and devoted edi- 
torial staff is resolved to make this directive its first 
order of business for 1956. In that effort, and in the 
wider effort to tell all the people, the Editor will be 
closely associated with the Director of the Division of 
Public and Professional Welfare. What is written, no 
matter how interestingly or ably, is of little moment if 
it is not read and then acted upon. What is advised is 
of little moment if it is not implemented. We have 
come upon a crisis in this profession. Let us keep our 
own lines of communication intact. And let us know— 
all of us—if we fail you. “But, what if we all fail— 
the profession itself?” This profession fail! It is sea- 
soned timber. 


EXECUTIVE SECRETARY 

An inescapable responsibility of organized bodies 

is to provide for their safe continuance without jeop- 
ardy from the changes that are inevitable in human 
personnel. The resignation of Dr. Russell C. Mce- 
Caughan, Executive Secretary, American Osteopathic 
Association, effective September 1, 1956, after 25 
years in that position, and its acceptance by the Board 
of Trustees constitute exactly a case at point. Similar, 
too, is the election by the Board of Dr. True B. Eve- 
leth, presently the Executive Assistant, to the position 
of Executive Secretary, effective September 1, 1956. 
Recognition and conservation of Dr. McCaughan’s 
contribution to the osteopathic profession are both im- 
plied in the creation of the rank of Executive Secretary 
Emeritus and his activation of that position concurrent 
with the effective date of his resignation. 
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A grateful profession will be given an opportunity 
to express its appreciation to Dr. McCaughan and to 
honor him at an appropriate time. 


AN ANNOUNCEMENT 


On December 12, 1955, at the midyear meeting 
of the Board of Trustees of the American Osteopathic 
Association, its Committee on Mead Johnson Grants 
(appointed at the Annual meeting of the Board, July, 
1955) advised the Board that Mead Johnson and Com- 
pany, Evansville, Indiana, have provided through grant 
to the American Osteopathic Association financial sup- 
port for awards in graduate education to osteopathic 
physicians in the field of general practice. The Com- 
mittee reported that an entirely satisfactory agreement 
had been reached for the administration of the Mead 
Johnson Graduate Education Program for which the 
grant is established. 


The Association, in releasing the information, called 
attention to the fact that the project is one consistent 
with the primary and long-time objective of the 
A.O.A.: “to promote the public health and the art and 
science of the osteopathic school of practice.” The 
fellowship awards, three in number, are to be made 
annually. Names of the successful applicants will be 
made known in January of each year, the awards to 
cover a period of 1 year. 

The grant to the Association will be placed in the 
Osteopathic Foundation for disbursement and will be 
used to forward the purposes of the Mead Johnson 
Graduate Education Program under the supervision of 
the A.O.A. Board of Trustees. Further details on the 
training program as developed and agreed upon by the 
grantor and the Board will be published in a forthcom- 
ing issue of THE Forum, under the department of 
“A.O.A. Activities.” 

Scholarship support to educatien from industry 
and business is so widely known and so well received 
that it might seem unnecessary to make mention of it. 
That American industry has always played a major 
part in assisting higher education in privately sup- 
ported colleges and universities is a fact. Not until 
recently, however, have we come to understand as a 
people that free enterprise and free competition, the 
basis of our Western way of life and government, are 
inextricably connected with free and independent col- 
leges and universities. Their failure, Lawrence A. 
Kimpton, Chancellor of the University of Chicago, re- 
cently pointed out, will mark the failure of American 
industry. The recent munificent gift to American uni- 
versities, colleges, and hospitals from the Ford Foun- 
dation is an illustration of a total outcropping of this 
philosophy. While such largess tends to dwarf the giv- 
ing of scholarships, actually the motivation is identical, 
and the principle is basic to American life. 
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The specific program in which the American Os- 
teopathic Association is privileged to participate, where- 
by a selected number of osteopathic physicians become 
the beneficiaries, is a unique variant of the educational 
award method of support to education. Prior to 1951, 
funds to enable deserving young physicians to engage 
in graduate training for the actual practice of medicine 
had been almost nonexistent. Many gifted young doc- 
tors found themselves unable to undertake graduate 
medical education and were forced into the field of 
practice with suboptimal preparation. This situation 
was especially true in the field of general practice, 
where neither facilities nor opportunities for graduate 
training were available. 

Seeking to remedy that lack, Mead Johnson and 
Company formulated a program for the provision of 
funds for young physicians desiring graduate training 
in general practice. The program was developed in 
conjunction with the American Academy of General 
Practice, the organization first chosen to implement the 
program. The initial project was so successful that 
specialized programs have been since set up for grad- 
uate training in pediatrics, surgery, internal medicine, 
and obstetrics. Each program has been worked out by 
the respective specialty groups as implementing organi- 
zations. The result has been not only to produce better 
trained practicing physicians as individuals, but thereby 
to render better medical care to the public. 

The sound principle of free and unrestricted sup- 
port is carefully guarded in this particular allocation of 
funds. The Company acts only in an advisory and con- 
sulting capacity; determination of recipients of the 
awards remains completely within the control of the 
implementing organizations ; and the recipients are un- 
der no obligation, implied or direct, to their benefac- 
tors. 

The American Osteopathic Association, on behalf 
of the osteopathic profession, expresses its appreciation 
to Mead Johnson and Company, not only for the op- 
portunity to participate in the program but for their 
forthright and tangible recognition and acknowledg- 
ment that the osteopathic profession in turn has a con- 
tribution to make to the service for which it is main- 
tained. 


DISPENSERS OF LEARNING 


Among the less widely known and smaller affiliated 
groups meeting at the Central Office in December, the 
Osteopathic Libraries Association is the most recently 
formed, being less than 2 years old. And yet potential- 
ly, and actually, it is such an important group in osteo- 
pathic education that it merits special recognition. 

There is no better evidence of the validity of os- 
teopathic education as medical education, hence grad- 
uate education, than the growth and development 
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of the osteopathic college libraries in the last 25 
years. In 1925 they were almost nonexistent, poor in 
books, and equally poor in current medical literature ; 
they usually were manned by voluntary, untrained li- 
brarians and were open only part time; they were the 
orphans of osteopathic education. About that time the 
student who was to become the Editor of the American 
Osteopathic Association was told by the head of a basic 
science department in the osteopathic college in which he 
was enrolling that if he learned all there was to be learned 
in textbooks he would need no library—and this in 
answer to the question, “Where is the school library ?” 
Yet, during the period of the recent on-campus ob- 
servation of osteopathic colleges, one point of manifest 
interest to the observers was the library facilities at a 
school—and the character, quality, ability, and learning 
of the librarian. 


To emphasize the role of a medical library and the 
importance of the librarian as a professional person 
and not a part of the clerical help of an educational 
institution is a truism. But it is a truism of education 
and prerequisite to graduate education. The profes- 
sional librarian (and the librarians of osteopathic col- 
lege libraries are just such people) has long been of 
the society of learned men—and once the doctor was 
acknowledgedly of this group. These librarians can 
help the osteopathic student escape the curse laid so 
largely upon medical education in America, that of 
purely technical education. This type of education has 
produced able technicians, perhaps as a whole the best 
in the world, but at a price. Medical education has at 
last realized that the price is too high, and here and 
there attempts are being made to do something about 
it, but to accomplish what is necessary may easily take 
a quarter of a century, for even those who teach in 
medical schools all too often cannot qualify for the 
society of educated men, regardless of their achieve- 
ments. The medical college librarians—not being physi- 
cians—have escaped the curse, and in their own right 
they are dispensers of learning. This profession needs 
them. 


The Osteopathic Libraries Association is neces- 
sarily a small group. It is made up of dedicated, de- 
voted, and enthusiastic professional people, educated 
men and women deserving of the widest recognition 
by this profession. It seems quite possible that osteo- 
pathic educators and administrators, besieged by never- 
ending demands and harassed by a multiplicity of un- 
answerable problems, might be tempted to brush off 
the Association as another group organized for the 
sake of organization, and the fact that the December 
meeting had representatives from only half of the 
osteopathic college libraries is understandable from the 
point of view of college administrators. But it is a fact 
which should be known widely by serious minded 
people in the profession and certainly by osteopathic 
leaders. Our college librarians should know that many 
osteopathic physicians are aware of the important role 
which they play in osteopathic education and are appre- 
ciative of their efforts. 


The librarians are working closely and coopera- 
tively with the A.O.A. Committee on Clinical Study, 
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especially in one phase of its broad program, that of 
compiling a union list of osteopathic literature. The 
college librarians are now checking their holdings 
against a list of books published by members of the 
osteopathic profession, the list having been provided 
the colleges by the Committee. This information, once 
in hand, will make a complete union list possible, to be 
made available to those who have use for much infor- 
mation. The list will encompass all so-called osteo- 
pathic literature, thus providing a working basis for 
setting up a standard of what is authentic professional 
literature and what is not. Furthering the project of 
compiling a union list is one of the small but important 
values of such a coordinating and correlating body as 
the Osteopathic Libraries Association. It is destined to 
grow in value to the profession. 


THE ROAD AHEAD FOR OSTEOPATHY 

An editorial article under the above heading ap- 
peared in the November, 1955, issue of THE Forum. 
It has been read by a large sector of the profession as 
evidenced by many letters of approval of the statement 
as a whole or in sections, by some letters of disapproval, 


and a few letters of bitter condemnation and abuse. 
There has been much discussion among doctors which 
has not been reduced to writing ; students in osteopathic 
colleges have held seminar-like meetings to explore the 
article’s meaning point by point; class polls have been 
taken after a single reading and following study; in- 
terns and residents, together with interested members 
of hospital staffs, have read and debated the article as 
an informal part of their current training program. 
And comments have been received from extraprofes- 
sional readers who have had an opportunity to read 
the article. 

To the writer of The Road Ahead its significance 
lies neither in its approval nor disapproval. That the 
statement has become an important one is a fact but not 
a measure of its worth per se. Its importance derives 
from a profession that is vital enough to give serious 
study to questions raised about its future, especially 
about a future seen as an obligation to society. 

The article was not easy to write nor is it simple 
to read. It demands thoughtful reading, continuously 
thoughtful reading, for a much longer period than that 
to which most of us have accustomed ourselves in an 
age of glance and run. It challenges the reader to make 
decisions and, hence, to act. The amazing thing is that 
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so many readers did act after studying the article, and 
are continuing to act. In letter after letter, addressed 
for the most part to the Editor of the American Os- 
teopathic Association, correspondents are enriching the 
original article by developing new points of view— 
here to clarify, there to modify and correct. Reading 
and rereading these letters is an inspiring experience. 
Again and again their writers pick up the challenge 
hidden in the article as their challenge, one which they 
will attempt to meet and which they say the osteopathic 
profession should meet. 


Such a response must not be permitted to die by 
failing to make it available to our doctors everywhere. 
This can be done by a series of collaborative editorials 
(using the method employed in THe Forum series of 
1953 on The Osteopathic Concept). These editorials 
will contain as many unidentified direct quotations from 
letters as can be made out of context without altering 
any writer’s thought as a whole. Editorial commentary 
will be limited to that necessary to connect the quoted 
material and unify it. There will be reproduced no 
statements of unqualified approval (although these are 
gratifying) nor any of entire censure (although these 
challenge if they do not come out of a totally closed 
mind). Such an editorial study is worth the time and 
space involved because it will help the profession to 
continue to fulfill its highest purpose—that of render- 
ing better medical care to society. 


One more thing needs to be said here about The 
Road Ahead for Osteopathy for it is being said almost 
everywhere by scores of doctors: “It is important that 
this article be rewritten with simple words.” This kind 
of a request is a familiar one to physicians for they 
are asked again and again by students, when for a mo- 
ment they drop into the language of medicine, “Doctor, 
what do you mean?” The formulation of the original 
article had to have freedom and scope afforded by an 
academic and formal approach, for it is essentially a 
very brief study of a social movement and one ad- 
dressed not only to the profession’s doctors but to a 
limited group of individuals outside the profession who 
are known to be interested in such an approach. As an 
article it was long; as the study it purported to be, it 
was little more than a summary. But the members of 
this profession are busy men and women. Their lives 
are filled to the brim, much more by things that demand 
doing than by those that should be thought about. An 
attempt will be made soon, therefore, to rewrite the 
editorial article in everyday language for fast reading 
—thinking by the reader must continue. Even in a 
simple form, meaning must be brought to the article— 
“to give meaning to meaning.” As in the original article, 
the purpose of the rewrite will not be merely to inform 
but to attempt to bring knowledge. With all the infor- 
mation in the world today, the tragic thing is that we 
have so little knowledge. 
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Rheumatic Fever Intensively Studied.— 

A joint report by the Rheumatic Fever Working 
Party of the Medical Research Council of Great Brit- 
ain and the Subcommittee of Principal Investigators of 
the American Council on Rheumatic Fever and Con- 
genital Heart Disease of the American Heart Associa- 
tion on the effect of ACTH, cortisone, and aspirin in 
the treatment of acute rheumatic fever in children un- 
der 16 was published in Circulation for March, 1955, 
and simultaneously in the British Medical Journal. This 
study, which was rigidly controlled and included a large 
enough number of cases to be statistically significant, 
was carried out because of generally favorable but 
largely uncontrolled and somewhat conflicting reports 
on the use of ACTH and cortisone in rheumatic fever 
which have been appearing in the literature since 1949. 
More than a dozen institutions in the United Kingdom, 
the United States, and Canada cooperated in the project 
because no one center could accumulate a sufficient 
number of cases in a short time. 

The work was intended to determine the relative 
effectiveness of ACTH, cortisone, and aspirin in (1) 
altering the course of the acute disease or suppressing 
its clinical manifestations and (2) preventing rheumatic 
heart disease. Information was also collected about the 
side effects encountered in the use of all three prepara- 
tions. 

Rigid criteria and procedures for diagnosis, treat- 
ment, and reporting were established to assure uni- 
formity of results within a useful range from all par- 
ticipating centers. The patients were divided into three 
groups, each group receiving only one of the three 
agents. The groups were allocated by “blind” and ran- 
dom sampling to insure uniformity of distribution. 

The diagnosis of rheumatic fever is both difficult 
and variable because there is no one definitive test for 
its presence, and much of the diagnosis necessarily 
rests on subjective factors. To overcome this difficulty, 
arbitrary criteria were set up which were broad enough 
not to exclude genuine early cases and yet sufficiently 
rigid to leave no reasonable doubt among competent 
clinicians that the diagnosis was correct. These criteria 
were based on those of T. Duckett Jones, M.D., with 
help and advice from him, and were divided into major 
and minor groups as follows: 

A. Major Manifestations 

1. Carditis as shown by any one of the following: 
a. Development of an organic apical systolic 
murmur or a diastolic aortic murmur 

b. More than 15 per cent change in heart size 
as shown by standard x-ray measurement 

. Pericarditis 
. Congestive failure, in the absence of other 
causes, as shown by dyspnea, orthopnea, 
liver enlargement, basal pulmonary rales, 
increased jugular venous pressure, or 

edema 
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2. Polyarthritis, as indicated by pain and either 
tenderness or limitation of motion in more 
than two joints 

3. Chorea with movements of moderate severity 

4. Subcutaneous nodules 

5. Erythema marginatum or annulare 


B. Minor Manifestations 

1. Fever above 99.3 F. orally or 100.3 F. rectal- 
ly twice in 24 hours or above 100.3 F. orally 
or 101.3 F. rectally on any one occasion 

2. Elevated sedimentation rate, that is, above 15 
mm. in 1 hour (Wintrobe) corrected to 45 
per cent hematocrit 

3. Evidence of previous streptococcal infection 

4. An increased P-R interval of at least 0.04 
seconds beyond the values given in the Ash- 
man-Hull tables for ages under 16 

5. A reliable history of rheumatic fever or evi- 
dence of pre-existing rheumatic heart disease. 


These criteria, which in essence represent what a 
group of experts on the subject feel are valid indica- 
tions for the diagnosis of rheumatic fever were applied 
uniformly to all patients admitted to the study. No pa- 
tient was required to exhibit all of them, but must have 
shown two major manifestations or one major and two 
minor at some time during the illness which brought 
him to the center and on the first day of therapy must 
have exhibited any one major manifestation or two of 
these three minor ones: fever, elevated sedimentation 
rate, or increased P-R interval. For the purposes of 
the study, the present illness was considered a new at- 
tack only if at least 3 months had elapsed since any 
previous attack. 


The treatment given included the usual regimen of 
treatment for such cases, including prophylaxis with 
penicillin and later sulfadiazine, but the only antirheu- 
matic agents employed were ACTH, cortisone, or as- 
pirin, and each patient received only one of these. At 
any time that the clinician in charge felt that a patient 
was in serious danger, he was at liberty to withdraw 
the patient from the study and employ any treatment 
he deemed advisable. 


All three agents were given in uniform dosages 
based on published studies, with aspirin given on the 
basis of body weight. The hormones were given with 
stepwise reduction over a period of 6 weeks, the same 
dosages being given to all patients except where the 
appearance of untoward side effects demanded reduc- 
tion of dosage. 


Practically all patients treated with either ACTH 
or cortisone developed definite side effects. Nearly all 
developed moonface, hirsutism, acne, or striae. There 
was no appreciable difference in the incidence of these 
in the ACTH or cortisone groups, except that there 
was more acne in the ACTH-treated patients. Side 
effects severe enough to require stopping treatment ap- 
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peared only among the ACTH group, but in some pa- 
tients receiving cortisone it was necessary to reduce the 
dosage. Other side effects in addition to the ones noted 
above included hypertension, mental symptoms, convul- 
sions, renal hemorrhage, water and salt retention, 
glycosuria, infections, hepatomegaly, febrile reactions, 
pigmentation, increased fat deposition, and unduly in- 
creased appetite. 

Relatively few aspirin-treated patients developed 
side effects, which included tinnitus or deafness, nau- 
sea, and hyperventilation. When the scheduled dosage 
could not be tolerated by the patient, it was decreased 
to the maximum tolerated dose. The report notes that 
the low incidence of nausea encountered suggests that 
many patients could have tolerated more aspirin than 
they were given. 

It is interesting to note that fresh manifestations 
of the disease occurred during the period of treatment 
among patients in all three groups. It should be empha- 
sized in this connection that all were receiving “stand- 
ard” doses of antirheumatic agents together with anti- 
biotic or chemotherapeutic prophylaxis when these 
recurrences appeared. 

As a general thing, treatment with ACTH or corti- 
sone appeared to alleviate symptoms more rapidly than 
aspirin, but this apparent benefit is somewhat offset by 
the fact that there was a tendency for acute manifesta- 
tions of the disease to recur for a limited time follow- 
ing the cessation of hormone therapy. There was a 
particularly rapid effect on reduction of the P-R inter- 
val among the hormone-treated groups, but the evidence 
suggests that this may be only a direct effect on atrio- 
ventricular conduction time rather than a true antirheu- 
matic effect. In the over-all picture, the total suppres- 
sive effect of all three agents appears to be about equal. 

The results of this report indicate that more study 
of the question is needed, but that it can be properly 
concluded that there was: 

1. No evidence that any of the three agents pro- 
duced uniform termination of the disease 

2. A follow-up at the end of 1 year revealed no 
significant difference in the status of the heart whether 
the patient had been treated with ACTH, cortisone, or 


aspirin. 


Coronary Thrombosis.— 

President Eisenhower’s heart attack has produced 
a side benefit for practicing physicians everywhere in 
this country by focusing public attention not only on 
his disability but also on the optimistic outlook for his 
recovery. The public properly dreads coronary attacks 
as serious problems, but has not been too well aware 
of the optimism that is usually justified in such cases. 
An excellent review of the subject appears in the Vew 
York Times for October 2, 1955, under the by-line 
of Dr. Howard A. Rusk. The article notes that only a 
minority of the victims of this condition are condemned 
to permanent invalidism because of it. The considered 
opinions of the physicians attending the President, 
particularly those of Dr. Paul Dudley White, are re- 
viewed and serve as a reinforcement for the thought 
that following recovery the patient can return to work, 
frequently with little or no permanent restriction on 
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activity. It is pointed out that the individual who with- 
stands the original onslaught of the attack and does 
not develop serious complications in the first few 
weeks following stands an excellent chance of complete 
recovery. Dr. Rusk quotes the findings of Dr. Arthur 
M. Masters, New York City, and his associates who 
have found that 75 to 85 per cent of a series of pa- 
tients observed over a period of many years were able 
to return to a gainful occupation, and they found it 
was important that they do so. The article emphasizes 
that activity within the limits of cardiac reserve is not 
harmful and that in mild heart diseases the impair- 
ment of this reserve is so little that it is of no great 


practical concern. 
x 


Communicable Disease Re port.— 

The eighth edition of “Control of Communicable 
Diseases in Man” is now available to interested physi- 
cians. It is published by the United States Public 
Health Service and offers authoritative information, in 
brief form, on the measures required for the control of 
most of the communicable diseases which afflict human 
beings. Each condition is identified, its etiologic agent 
noted, and its source and reservoir of infection, mode 
of transmission, incubation period, period of commu- 
nicability, susceptibility and resistance, occurrence, and 
methods of control and treatment are discussed. 


* 


Metastatic Carcinoid.— 

A new urine test for the presence of metastatic 
carcinoid of the small intestine has been announced by 
the United States Public Health Service. The proce- 
dure was developed and applied by Dr. Albert Sjoerds- 
ma, Herbert Weissbach, and Dr. Sidney Udenfriend of 
the National Heart Institute of the National Institutes 
of Health in Bethesda, Md. The test is based upon the 
fact that the tumor produces abnormal amounts of 
serotonin and discharges it into the blood. Signs and 
symptoms associated with the tumor include valvular 
heart disease without pre-existing rheumatic fever, 
asthma, edema, diarrhea, irregular bursts of changing 
skin color, and “hot flashes.” 


Research Reports.— 

Jen-Yah Hsie, Ph.D., Associate Professor of 
Bacteriology, Des Moines Still College of Osteopathy 
and Surgery, Richard Kotz, and Wilford Nusser pre- 
sented a paper, Analysis of Cross-Resistance and Cross- 
Dependence on Erythromycin and Carbomycin in Mi- 
crécoccus pyogenes var. aureus, before the third annual 
Symposium on Antibiotics held in Washington, D.C., 
November 2-4, 1955. This symposium is sponsored by 
the Division of Antibiotics of the Food and Drug Ad- 
ministration, U.S. Department of Health, Education, 
and Welfare in collaboration with the journals Anti- 
biotics and Chemotherapy and Antibiotic Medicine. 

A paper by Dr. Wilbur Cole of the Kansas City 
College of Osteopathy and Surgery, titled Motor End- 
ings in the Striated Muscle of Vertebrates, was pub- 
lished in The Journal of Comparative Neurology for 


{ 

| | 

t 

; t 

€ 
f 

t 

i 

i 

0 

t 
f 

Ss 

n 

\ 

il 

Pp 
b 

tl 

P 
a 

a 
tl 

ph 

Fi 


Volume 55 
Number 5 


June, 1955. Dr. Cole’s paper describes the variations of 
the motor endings in the striated’ muscle of various 
species of vertebrates representing different evolution- 
ary stages. He found that the motor endings showed a 
steady progression from a primitive ring of nerve tis- 
sue in the lowest species to a rather complex plasmodes- 
mata in the mammals, and each species exhibited special 
variations that the author considered to be due to func- 
tional adaptations. No structural differences were noted 
in comparisons of striated muscle taken from different 
parts of the body in any one animal. 

Philip J. Rasch, M.Ed., of the Division of Re- 
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search of the College of Osteopathic Physicians and 
Surgeons in Los Angeles, is the author of A Study of 
the Effect of Unilateral Progressive Resistance Exer- 
cises on the Contralateral Limb. The paper was pub- 
lished by the Research Center of the College of Osteo- 
pathic Physicians and Surgeons and Los Angeles 
County Osteopathic Hospital. The paper indicates that 
muscular hypertrophy was observed in the exercised 
arm and not in the unpracticed arm, but that there was 
an increase in both arms, the gain being greater in the 
exercised arm. There is also evidence that skill train- 
ing is of importance in problems of strength training. 


THE RESTORATION OF ARTERIAL 
CONTINUITY BY DIRECT SURGICAL 
ATTACK—BAKER AND BARROWS 
(Continued from page 312) 
distal to the junction of the thoracic aorta and the left 
subclavian artery, the surgical approach to the repair 
of this defect is left thoracotomy. The degree of coarc- 
tation present obviously is extremely variable, but this 
anomaly is usually amenable to primary resection of 
the involved segment with primary end-to-end anasto- 
mosis. Homologous arterial grafts, synthetic grafts, 
and venous autografts have been used, but the final 
outcome of these grafting procedures has not yet been 
fully determined. We wish to stress that even so, there 
should be no hesitation to introducing a graft if resec- 
tion with end-to-end anastomosis is not possible. It is 
important to remember that when a graft is used it 
should be of the same size or smaller than the artery 
into which it is placed. We never use a larger graft as 
this disturbs the normal physiologic flow of the blood 
stream and predisposes to further difficulties. Results 
of operations are considered good if a lumen only half 

the size of a normal aorta is established. 


ACQUIRED DEFECTS 


We shall now briefly consider acquired defects 
such as aneurysm of the larger vessels (which most 
frequently occurs in an artery weakened by arterio- 
sclerosis or injury) and arteriovenous fistula (which 
most frequently follows trauma, surgical or otherwise). 
We realize that these same problems could well be dis- 
cussed under congenital defects since they are some- 
times due to congenital malformation, but most of them 
are acquired. 


Most of these conditions were formerly considered 
inoperable, but progress has now been made to the 
point where surgical intervention is not only feasible 
but practical. Aneurysms of the large vessels, even of 
the thoracic aorta, are now amenable to surgery. It is 
possible to replace by graft even a complete arch of the 
aorta up to a point just distal to the exit of the coronary 
arteries. 


We would like to emphasize the fact that it is in 
this field that improvements in technic are being de- 
veloped so fast that what we are reviewing in this paper 
may well be obsolete 6 months from now. Scarcely a 
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major journal is published which does not contain one 
or more articles dealing with work in this field. 

As in dealing with any of the previously discussed 
arterial problems, the first step is accurate diagnosis 
and localization of the lesion. The same principles of 
resection and anastomosis, grafting procedures, anti- 
coagulation therapy, and sympathetic autonomic block- 
ade apply here as in other arterial restorative proce- 
dures. The scope of the procedure is limited only by 
the surgeon’s ability to maintain adequate circulation to 
the vital organs while performing these operations and 
by his ingenuity and vision. 


CONCLUSIONS 


The establishment of arterial banks in various 
communities and the constant improvement of syn- 
thetic devices by the manufacturers continue to broaden 
the horizons of vascular surgery. New approaches de- 
signed to improve exposures are being tried and per- 
fected daily. The close cooperation of the internist and 
the anesthetist adds increasing safety to these sometimes 
daring procedures so that no longer do any and all dis- 
ruptions of arterial continuity spell doom and disaster 
for the unfortunate patient, but rather they propose a 
challenge to the attending physician to recognize them 
early so that arterial continuity may be restored by 
direct surgical attack. 

The restoration of arterial continuity by direct 
surgical attack is based upon the premise that some 
disruption of arterial continuity has occurred. The 
causes of disruption—traumatic injuries, acute embolic 
occlusion, chronic occlusive arterial diseases, congenital 
anomalies, and acquired defects—have been considered 
as well as the salient diagnostic and corrective features 
pertinent to each. The details of arterial repair and 
reconstructive procedures, including direct end-to-end 
anastomosis, autograft, synthetic grafts, and venous 
autografts, have been discussed together with the im- 
portant role of such adjuncts as anticoagulation therapy, 
methods of temporary and permanent sympathetic auto- 
nomic blockade, and general supportive measures. 

The rapid improvements in technic and the benefits 
of close cooperation between physicians have been em- 
phasized. The ultimate conclusions are drawn that the 
technics of simple arterial repair should be acquired by 
all surgeons and that practically all disruptions of ar- 
terial continuity can be restored by direct surgical attack. 
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SPECIAL ARTICLE 


The Osteopathic Profession and the Public Health 


TRUE B. EVELETH, D.O. 


Executive Assistant 
American Osteopathic Association 


As the initial speaker of this occasion, it is my 
privilege to extend the greetings of the American 
Osteopathic Association. Furthermore, I wish to dis- 
cuss just three points—the role of the A.O.A. in public 
health, the role of the individual physician in public 
health and, combining the two, a sketchy outline of a 
public health program for the osteopathic profession. 

It is my hope that through all three areas of dis- 
cussion there will run a common thread, namely, that 
public health is no man’s hobby, for it involves not 
only every physician but each man with an interest in 
a longer, fuller life for himself and his fellows. 

The American Osteopathic Association has been 
linked to public health programs since its birth as an 
organization. The A.O.A. Constitution plainly states, 
“The object of this Association shall be to promote the 
public health. . . .” And this has not been a lip-service 
phrase buried in a seldom read document. Rather, it 
has been worked out in a number of very specific ways 
and, indeed, may be seen as a permeating principle of 
all A.O.A. activities. 

Ali organizations concerned with public health— 
whether they are governmental, professional, or lay- 
directed—have witnessed the shift in attention from 
infectious to chronic disease, from simple quarantine 
to mass education and prevention programs extending 
to millions of persons. Perhaps a more graphic illus- 
tration of the shifting objectives of public health work 
would be the experience of one physician whose first 
victory as a youthful public health worker was to per- 
suade a family to stop digging its privy pits near the 
well. Now, three and a half decades later, he takes 
pride in the fact that he induced a billion dollar cor- 
poration to cease its daily dumping of tons of air pollu- 
tants into the surrounding atmosphere. 

In this world of swift and sometimes frightening 
change, the A.O.A. has maintained a flexibility that 
has allowed it to keep pace with the shifting demands of 
the past decades. The result today is a many-faceted 
program contributing to the public health. Let us 
examine some aspects of this program. 

First, as a national organization, the A.O.A. has 
consistently supported all Congressional legislation 
which it deemed in the interest of the public health. 

Second, in fulfilling its responsibility to raise the 
level of health knowledge of the general public, the 
A.O.A. has brought vital information to its audience 
through the various media employed today. This in- 
cludes pamphlets, periodicals, exhibits, radio programs, 
and, more recently, TV films. 

Third, a great bulk of our public health work has 
been carried out through the Association’s various 
bureaus and committees. They may be divided roughly 
into two categories—one dealing directly with the pub- 
lic as a whole or in segments, and the other protecting 
the public through the profession’s stringent self- 
policing. 
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Under the first grouping fall such units as the 
Bureau of Public Education on Health, the Bureau 
of Public Health and Safety, the Bureau of Industria! 
and Institutional Service, and the Division of Public 
and Professional Welfare. The second category in 
cludes the Bureau of Professional Education and Col 
leges, the Committee on Accreditation of Postgraduat: 
Training, the Advisory Board for Osteopathic Special- 
ists, the Committee on Ethics and Censorship, and the 
Bureau of Hospitals, with its Inspection Committee. 

The wheel of time turns slowly but surely, and 
sometimes we wake up to find things neatly reverse: 
after the passage of years. When we are forced to 
recognize change, we often wonder just how it came 
about. It seems strange now that hospitals were once 
regarded as death-houses, as pest-holes to be avoided 
at all costs. And I am not talking about the last cen- 
tury. Just 2 decades ago, only slightly more than one 
third of the nation’s babies were being born in hos- 
pitals, while today the number of hospital births is 
over 90 per cent of all births in the United States. The 
public today is using its hospitals for purposes un- 
dreamed of in anyone’s philosophy at the turn of the 
century. 

I believe this has come about because of the afore- 
mentioned self-policing. The public attitude toward 
hospitals has changed because the hospitals have 
changed, and they have changed voluntarily under no 
other pressure than that of conscience, pride, and the 
pursuit of excellence. 

A third category would have to be invented for 
the Bureau of Research, for the sometimes seemingly 
esoteric investigations carried out under its auspices 
hold a key to the public health of tomorrow. 

Each of the aforementioned units of the Associa- 
tion merits a detailed discussion of its activities and 
the part it plays in public health. However, my pur- 
pose in mentioning them here is merely to illustrate 
the fact that dedication to the public health is tradition- 
ally and currently the primary reason for the existence 
of the American Osteopathic Association and is there- 
fore an integral part of its internal structure. 

Fourth, the A.O.A. has learned to coordinate its 
public health activities with those of other groups that 
meet with it in the National Health Council and the 
National Safety Council. No one can lessen the mag- 
nitude of the public health problems that face all these 
groups, but it is true that, by meeting together, many 
hands make light work. 

At the other end of the spectrum is the individual 
physician. The division of labor in the healing arts 
has meant an increasing specialization of public health 
workers. Too often we think of public health as the 
monopoly of the “boys in Washington” or in the state 
departments of health. We must not let such a view 
obscure the fact that public health, like charity, begins 
at home. 

Public health work is increasingly calling upon 
the particular skills of the various vocations concerned 
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with the common good. On today’s public health team, 
the physician adds to and draws from the knowledge 
of the anthropologist, the social worker, the epidemi- 
ologist, the biostatistician, the nurse, the microbiologist, 
the sociologist, the economist, and even the patient. 
One could summarize these complex interrelationships 
by saying that public health work is based on as simple 
a proposition as that of two heads being better than 
one. 

Just how does the individual physician affect pub- 
lic health in his community? It has been held that 
public health work is concerned with groups, popula- 
tions, and communities rather than with individuals. 
But public health is merely one tool for achieving the 
general aim of the healing arts, that of insuring the 
health of the individual. It is easier to spray a mos- 
quito pond than to treat forty-eight cases of malaria; 
it is better to run a mass chest x-ray survey than wait 
for symptoms to drive the tuberculous patient to the 
doctor’s office. Our interest in the individual often 
demands that we protect him through a mass approach, 
and thus each physician is involved in public health 
whether he wills it or not. 

The individual doctor is often the bridge between 
the professional public health worker and the citizenry. 
The physician counsels the family in its home, in the 
hospital, and in his office, recommending the preventive 
measures which the public health team has agreed 
upon. He meets the public as a fellow-citizen at the 
polls and at community meetings, often lending the 
weight of his advice as he passes on what he knows 
of the aims and methods of the great public health 
agencies. 

Not all public health procedures can be legislated. 
Those that can must have the support of the physician 
and his patients. Those that cannot must be imple- 
mented through cooperation between the public service 
components of the health agencies and the physician 
and his patients. Legislation provides only a floor of 
minimum standards; the icing on the basic cake will 
he the positive measures achieved by mutual coopera- 
tion and before legal pressures are brought to bear. 

This brings me to my third point—an outline of 
a suggested health program for the osteopathic pro- 
fession. 

The United States Public Health Service, the 
state and municipal health departments, and the non- 
governmental foundations and agencies comprise the 
major attacking force in the mass approach to the 
nation’s public health problems. The programs under 
the auspices of these agencies have been most effective 
and have earned the confidence of the people. 

However, appropriations for these services are 
limited, and in some places notoriously slim. Perhaps 
it is a part of the natural perversity of the human 
animal, but time after time health officials have found 
they can secure funds for special measures benefiting 
some particular group, while they have an extremely 
difficult time mustering support for those general 
measures that are for the welfare of all the people. 

Because we as physicians can more easily under- 
stand this paradox, it is our responsibility to support 
and supplement professional public health workers in 
every way possible. Concretely, this means all divisional 
or district osteopathic societies should maintain close 
contact with health officials in their respective regions. 
Maintaining this sort of liaison will enable osteopathic 
physicians actively to support existing programs and 
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fight for those needed. State associations should send 
representatives to testify in favor of good health legis- 
lation at every opportunity. They should consult with 
state agencies on the possibility of conducting certain 
desired programs that the agencies have neither funds 
nor personnel to carry out. 

Our network of hospitals is an ideal mechanism 
for conducting such public health activities as can- 
cer-detection and well-patient clinics, children’s clinics, 
and safety campaigns. Our divisional society ma- 
ternal- and fetal-mortality committees are in the public 
interest, and their resounding success where they have 
been instituted strongly indicates that they should be- 
come universal. Health forums within the community 
have proved to be of great value in stimulating interest 
in health and coordinating the community’s health 
resources. In the many areas where they do not exist, 
we should take the initiative in organizing them. In 
short, if the physician will get out of his office for a 
few hours a week and devote the time to public health 
work, two very great benefits will result. First, some 
pressing community health programs will be much 
further along toward solution. Second, in addition to 
needed exercise, the doctor will gain an increased 
knowledge of all the environmental factors affecting 
his patients’ health and will thus be a wiser physician. 

Rather than continue with these necessarily gen- 
eral suggestions, I should like to present a fairly 
detailed account of one specific program I had the 
privilege of participating in. In my native state, Maine, 
actuarial studies showed the probable existence of more 
than 5,000 undetected cases of diabetes, many of them 
in school children. The hard facts of experience made 
us realize that many of these cases went undiagnosed 
until the child was in coma. 

We organized the Maine Diabetic Society and set 
to work. After deciding upon a mass urine collection 
and analysis to be conducted through the schools as 
the optimum procedure, we began contacting local 
school superintendents. At first, some expressed con- 
cern over the political aspects of having the osteopathic 
group conducting the tests but soon became convinced 
of the honesty of our motives. 

Next, the Parent-Teacher Associations were con- 
tacted to explain the purpose, procedures, and potential 
benefits of the program. When their understanding 
and approval had been secured, statements were issued 
concerning the date and manner of specimen collection. 
I am glad to say that our often maligned newspapers 
and radio stations have not lost their crusading spirit, 
the will to work in the public interest; they gave ex- 
tensive and wholehearted support in publicizing and 
recommending the program. 


Tags were supplied to the schools, and teachers 
distributed them to the children. On one side were 
printed spaces for the child’s name, age, and school 
address ; on the other were instructions to the parents, 
telling them to secure a specimen in a clean bottle, tie 
the tag to the bottle, wrap it, and return it to the 
school the next day by the child. Cartons of specimens 
were picked up at the schools and transported to 
laboratories in our hospitals or to other laboratories 
at our disposal. 

When the tests were completed, each child received 
a slip saying that his urine had been examined for 
sugar and was either negative or positive. In the latter 
case, it was accompanied by a strong recommendation 
that a blood sugar test be made by the child’s family 
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physician or that the osteopathic society conducting 
the program be allowed to make the test free of charge. 
In addition, the adult population was told that any 


specimen brought in or left at a pharmacy would be 


examined free. 

Aside from the obvious benefit of early detection, 
we felt that a certain needed job of public education 
had been accomplished. With everyone cooperating, a 
vital task was completed with a minimum expenditure 
of effort and money. The annual diabetes survey has 
now become a Maine institution. 

I offer this story of a particular experience for 
one reason only: to show how useful simple but effec- 
tive organized group effort can be in solving some of 
our public health problems. It is my earnest hope that 
it will point the way for similar programs in your own 
states. 
There is, I am afraid, an increasing tendency to 
regard the physician as a skilled technician, and that 
only. Perhaps such a view is not surprising in a culture 
as advanced and specialized technologically as ours. 
The real danger comes when doctors begin to believe it 
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themselves. I cannot and will not accept such a dim 
view of our profession. We must do all in our power 
to resist the impulse, as we have resisted it in the past, 
to say to professional public health workers, “There, 
you be the conscience of the healing arts ; we'll stick to 
patching up the sick with our wonderful array of new 
gadgets.” The practice of medicine still remains an 
art as well as a science, and we must retain the artist’s 
habit of asking sometimes embarrassing questions, as 
we bring our inquiring minds to all community activi- 
ties which may affect health. 


The world we live in is one of rapid change ; new 
technologic devices and practices arise daily, with 
none or few questioning their effect on man. I feel 
that a close scrutiny and sharp questioning of new in- 
ventions is as much a part of our function as setting a 
broken bone or delivering a baby. In sum, to devote 
ourselves to the optimum physical and mental well- 
being of our fellow men is to me the true meaning of 
public health and of our profession. 


212 E. Ohio St. 


MEDICINE IN NATIONAL DEFENSE 


The following is excerpted from Medicine in National De- 
fense, the annual report of the Assistant Secretary of Defense 
(Health and Medical), Dr. Frank B. Berry, to the S«cretary 
of Defense for the period from July 1, 1954, to June 30, 1955: 


COMMISSIONING OF OSTEOPATHS 

This office rendered a favorable report on H. R. 483, a bill to 
permit the appointment of qualified osteopaths in the Medical 
Corps of the Army and Navy, and for their designation as medical 
officers in the Air Force. It was the position of this office that enact- 
ment of H. R. 483 would have the effect of increasing the sources 
from which the military departments may obtain needed medical per- 
sonnel. After passing State board examinations in medicine and sur- 
gery in 35 States and the Territory of Hawaii, osteopaths may be 
fully licensed to practice medicine and surgery. Obviously, then, they 
are providing medical care for a large segment of the population and 
should be utilized in their professiona! capacity in the Armed Forces. 


WASHINGTON CONFERENCES 


The third annual Symposium on Antibiotics, sponsored by 
the U. S. Food and Drug Administration in collaboration with 
the Journals of Antibiotics and Chemotherapy and Antibiotic 
Medicine, was held November 2-4, 1955. The 149 papers pre- 
sented, twenty of which were by foreign scientists, included 
dissertations on such new antibiotics as rovamycin, eulicin, 1968 
(nepra), Penicillin V, Thiostrepton, amphotericins A and B, 
vancomycin, rubidin, streptolydigin, and cathomycin. The anti- 
biotic industry, nonexistent in 1942, now has a capital worth 
of over $1 billion. Antibiotics, once produced in milligram 
quantities, are now measured in tons. 

The sixty-second annual convention of the Association of 
Military Surgeons of the United States was held November 
7-8, 1955. The keynote of the meeting was civil defense in 
relation to atomic warfare. The places of doctors and hospitals 
as to the handling of mass casualties was dealt with both from 
a military and civilian contribution. Membership in the Asso- 
ciation of Military Surgeons is open to: (a) Those who are 
or have been at any time commissioned officers (either regular, 
reserve, National Guard, or U. S. volunteers) or duly appointed 
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full-time civil members of the professional medical staffs of 
the Army, the Navy, the Air Force, the U. S. Public Health 
Service, the Veterans Administration, and the Bureau of In- 
dian Affairs; (b) officers of the military medical services of 
other countries (professional medical staffs include physicians, 
dentists, veterinarians, nurses, dietitians, occupational therapists, 
physical therapists, and other allied medical professional per- 
sonnel, including administrators). 

The fifty-fourth annual conference of the Association of 
State and Territorial Health Officers with the Surgeon General 
of the Public Health Service and the Chief of the Children’s 
Bureau was held November 7-11, 1955. The Association re- 
solved that Congress authorize the President to declare the 
Commissioned Corps of the Public Health Service a military 
service in times of national emergency. Current legislation per- 
mits such declaration only in time of war. Another resolution 
requested Congress to extend the Hill-Burton Act beyond the 
current date of June 30, 1957, to June 30, 1960. A further 
resolution urged Congress to provide funds for states to pur- 
chase poliomyelitis vaccine beyond the current limitation of 
February 15, 1956. 

The White House Conference on Education, held Novem- 
ber 28-December 1, 1955, recommended federal aid to jurisdic- 
tions on the basis of need for elementary and secondary school 
buildings. Aid for osteopathic and medical schools was not 
considered due to confinement of the agenda to elementary and 
secondary education. 

A National Biennial Roundtable Conference of the Amer- 
ican Public Welfare Association was held November 30-Decem- 
ber, 3, 1955. Among the policy positions of APWA are the 
following: (1) The category of Aid to the Permanently and 
Totally Disabled should be broadened through eliminating the 
restriction requiring a disability to be permanent and total and 
eliminating the age requirement; (2) Because of the large 
numbers of public welfare clients needing medical care, the un- 
even incidence of the need for medical care, and the high and 
unpredictable costs for such care, the federal government should 
share such costs with the states on a basis not restricted by 
ceilings on individual payments established for the maintenance 
grants; (3) The contributory Old-Age and Survivors Insur- 
ance program, as a preferable means of meeting needs of peo- 
ple and for reducing the need for public assistance to a mini- 
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mum, should be strengtnened: (a) with respect to extension of 
coverage, (b) with respect to the adequacy of benefit pay- 
ments, (c) through the provision of disability benefits. 

A Joint Conference on Children and Youth, comprised of 
the Council of National Organizations for Children and Youth, 
of which the American Osteopathic Association is a member, 
the National Advisory Council on State and Local Action for 
Children and Youth, and the Federal Interdepartmental Com- 
mittee on Children and Youth met on December 5-6, 1955. 
Considerations were directed on. such subjects as: a look at 
America’s children and youth in 1955-1956, a look ahead, where 
are we in health, and where are we in welfare. 


AEC STATE ADVISORY GROUP ON HEALTH AND SAFETY 

On November 25, 1955, Lewis L. Strauss, Chairman of 
the Atomic Energy Commission, announced establishment of a 
twelve-member Advisory Committee of State Officials to con- 
sult with the Commission on regulations concerning health and 
safety aspects of private atomic energy activities. 

The committee members represent state agencies such as 
health, labor, public utility, and legal departments. Some are 
from states already doing work in radiation protection. Those 
who have been invited to serve are: 


Dr. Daniel Bergsma 
New Jersey Commissioner of Health 
Trenton, New Jersey 


Mr. A. C. Blackman 

Chief, Division of Industrial Safety 
California Department of Industrial Relations 
San Francisco, California 


Dr. Roy L. Cleere 

Executive Director of the Colorado State 
Department of Public Health 

Denver, Colorado 


Mr. James G. Frost 

Deputy Attorney General of Maine 
State House 

Augusta, Maine 


Dr. Albert E. Heustis 
Commissioner 
Department of Health 
Lansing, Michigan 


Curtiss M. Everts, Jr. 

Director, Division of Sanitation and Engineering 
Oregon State Board of Health 

Portland, Oregon 


Donald P. Roberts 

Chief, Industrial Hygiene Section 
Tennessee Department of Health 
Nashville, Tennessee 


Mr. B. A. Poole 

Director, Bureau of Environmental Sanitation 
State Board of Health 

Indianapolis, Indiana 


Mr. Clarence I. Sterling, Jr. 

Director and Chief Sanitary Engineer 

Division of Sanitation 

Department of Public Health of the 
Commonwealth of Massachusetts 

Boston, Massachusetts 


Dr. Irving Tabershaw 
Director, Division of Industrial Hygiene 
New York State Department of Labor 
New York, New York 
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Dr. Arthur B. Welsh 

Medical Coordinator for Civil Defense 
Department of Health of Pennsylvania 
Harrisburg, Pennsylvania 


William T. Linton 
Executive Director 
Water Pollution Control Authority 
_ South Carolina State Board of Health 
Columbia, South Carolina 


Decision to establish the advisory group is an outgrowth 
of a meeting of state representatives in Washington last July 
with the AEC to discuss proposed regulations on radiation 
protection being formulated for AEC licensees. 

Among advantages expected from the consultative arrange- 
ment the AEC cited the following: 


Close cooperation between the AEC and the states 
should help in attaining uniformity in regulations. Some 
states have already issued, or are about to issue, codes 
and regulations on radiation protection; others are do- 
ing preliminary work. 

Working through the advisory committee the Com- 
mission will keep informed of the needs of the states 
and will be better able to help states requesting technical 
guidance. 

In general, the arrangement will provide for ex- 
change of information which will be of aid to the 
Commission in discharging its regulatory responsibilities 
and to the states in keeping themselves informed of the 
activities of the Commission. 

It is expected that the first meeting of the committee 
will take place within the next 2 months. 


AEC RESEARCH REACTOR POLICY 


The U. S. Atomic Energy Commission will continue to 
provide assistance for research reactors at nonprofit educational 
and medical institutions under new procedures established in 
accordance with the Atomic Energy Act of 1954. 

For the past several years, the Commission has followed a 
policy of lending special nuclear material to nonprofit institu- 
tions, without charge, for use in research and development 
reactor projects. 

Under the Atomic Energy Act of 1954, the distribution of 
special nuclear material and source material for use in non- 
AEC research reactors will be made under license. Commercial 
or industrial licensees will pay full costs for materials or serv- 
ices furnished by the AEC in accordance with the pricing 
policy announced by the Commission on January 10, 1955. 

In order to encourage widespread research in atomic 
energy, the Commission will assist nonprofit educational and 
medical institutions in the operation of reactors licensed by the 
Commission for research and training purposes, to the extent 
of waiving use charges on special nuclear materials and heavy 
water. No charge will be made for special nuclear material 
consumed in the operation of the reactor. In addition, the AEC 
will provide funds or services without charge for the fabrica- 
tion of fuel elements, preparation of fuel solutions, reprocessing 
of fuel after use, and will provide neutron sources when re- 
quired in the operation of the reactor. 

The assistance granted under this policy will continue until 
July 1, 1960, unless otherwise determined by the Commission. 

To qualify for assistance, the applicant must be a non- 
profit educational or medical institution, and must establish 
that the facility will be used in a program which may be ex- 
pected to contribute significantly to the application or reactor 
technology to biology and medicine, engineering, or other fields 
of science. The policy will apply to university research re- 
actors now in operation or under construction, as well as to 
new projects. 

In return for the assistance, the applicant will be required 
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to enter into an agreement which will include patent and re- 
porting provisions. 

He will be required to reserve to the Government the de- 
termination of patent rights on patentable modifications of the 
facility itself and on processes useful in the production of 
special nuclear material. These rights would allow the Com- 
mission to make available to other institutions any improve- 
ments in research reactors. The applicants would also be re- 
quired to make any information, developed through the use of 
the facility, public through normal publication channels and 
allow the Commission to make further distribution. 


STATE AND TERRITORIAL HEALTH OFFICERS 


The Association of State and Territorial Health Officers 
met in 54th annual conference with the Surgeon General of the 
Public Health Service and the Chief of the Children’s Bureau 
in Washington, D. C., November 7-11, 1955. Action of the 
Association in certain connections was as follows: recom- 
mended appropriate state and federal legislation requiring the 
incorporation of passenger safety devices and design in auto- 
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motive, rail, and air transportation equipment; recommended 
that state health authorities further the Civil Defense Training 
Program by assigning responsibility for medical and _ healt! 
civil defense training within their own organization, fully 
utilizing the staff and facilities of the Public Health Service, 
and discussing civil defense health and medical problems at 
professonal meetings within their own state; recommended that 
the Federal Civil Defense Administration Act of 1950 he 
amended to permit grants-in-aid to the states for civil defense 
administration; resolved that the federal water pollution pro- 
gram (Public Law 845—80th Congress), the fiscal provisions 
of which expire on June 30, 1956, be extended during the 2nd 
session of the 84th Congress; that the President be authorize:| 
in times of national emergency to declare the Commissione: 
Corps of the Public Health Service a military service wit!) 
accompanying benefits; that the Hospital and Medical Facilities 
Survey and Construction Program of the Hill-Burton Act he 
extended for an additional 5 years to provide authorizations 
for appropriations through June 30, 1960, and that the necessar) 
legislation be supported in the 84th Congress in 1956; that 
Congress be urged to enact legislation to provide funds to 
enable the states to purchase poliomyelitis vaccine after Febru- 
ary 15, 1956, on the same basis as has existed prior to February 
15, under the provisions of Public Law 377—84th Congress. 
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A NEW MEDICOLEGAL TEXT 


A new publication in the field of medical jurisprudence is 
the text, “The Physican and the Law,” written by Rowland 
H. Long, a lawyer who is the lecturer in forensic medicine at 
the New York University Post-Graduate Medical School. The 
preface to the book states that its purpose is twofold: “To 
afford the practicing physician some knowledge of the rules 
of law which govern his conduct in the physician-patient rela- 
tionship; to help the physician who has to appear in court as 
a witness in a case in which it is necessary to prove facts re- 
lating to injury, disease, and the causal relation between injury 
or disease and death.” 

Most recent medicolegal texts have been of such a highly 
technical or scientific character as to be most valuable to a 
lawyer or a physician highly trained in the field of forensic 
medicine. Such texts have, of course, a place in the field of 
medical jurisprudence, but there has existed a need for a pub- 
lication providing basic principles of law and medicine for the 
student training to be a physician and the physician in general 
practice, and “The Physician and the Law” answers this need. 
The author has recognized the desirability for emphasis on the 
elementary principles of law applicable to the practice of physi- 
cians, since all physicians cannot be expected to possess the 
high degree of knowledge and training of persons learned in 
the field of forensic medicine. 


Los Angeles 


The various chapters of this text indicate its contents: 
The Relationship between Physician and Patient, Malpractice, 
The Physician’s Defenses, Diagnostic Aids as Evidence, Au- 
topsy, The Responsibility of the Physician in Cases of Violent 
or Unexpected Death or Sudden Death from Natural Causes, 
The Involuntary Commitment of the Mentally Ill, Blood Group 
Tests and Blood Transfusions, Artificial Insemination, Adop- 
tion of a Baby, The Physician and the Criminal Law, Revoca- 
tion or Annulment of License, Compensation of the Physician 
and the Workmen’s Compensation Law, Insurance for Physi- 
cians, Communications Made Privileged by Statute, The Testi- 
mony of Experts, and the Physician on the Witness Stand. 
This is one of the first texts of this type to include a chapter 
on the subject of artificial insemination. The chapters on mal- 
practice present in concise and easily understood language the 
principles of law applicable to such suits against physicians. A 
glossary of legal terms frequently used in medicolegal problems 
is helpful and informative. 

This book is written with emphasis on the legal approach 
to medicolegal matters. Its citations of legal decisions an 
medicolegal articles and general references to related forensic 
medicine texts make it a valuable addition to this field of law 
and medicine. No one text can cover the whole field of medi- 
cal jurisprudence, and this text does not attempt to accomplis!: 
that objective, but its presentation of the basic elementary 
principles of law and its description of the more frequent legal 
problems that may confront the physician merit study by stu- 
dents and physicians. By reading this book any physician can 
acquire the basic knowledge needed in day-to-day practice, ani 
he also may well receive the necessary incentive to encourage 
further study into this most important and developing field of 
law and medicine. 


January, 1956 
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Current Literature 


A NEW METHOD FOR APPLYING RADIUM IN THE VAGINA 
IN CASES OF CARCINOMA OF THE UTERINE CERVIX 

Because radium applicators, designed by physicists, seldom 
fully meet three-dimensional therapeutic needs and are inflexi- 
ble in meeting the varying conditions of the female pelvis or 
do not permit exact reproduction of applications at subsequent 
sessions of therapy, Gray H. Twombly, M.D., and Rieva Rosh, 
M.D., went to work on the problem of making the best applica- 
tion possible in the extremely variable individual case and of 
duplicating it subsequently for multiple dosage purposes. They 
discuss their methods and materials in Cancer, September- 
October, 1955. 

Impressed by the tremendous vaginal distention that takes 
place when the patient is in the knee-chest position, with the 
abdomen fully relaxed and the perineum retracted upward with 
a Sims’ speculum, the authors chanced on the idea that if the 
vagina could be filled with plaster of paris with the patient in 
this position, an exact mold could be obtained of the fully but 
uniformly and gently distended vagina that would fill it each 
‘ime the mold was inserted and that would retain a uniform 
shape and form. Further observations, however, made it clear 
that the upper end of the cavity often exceeds the outlet in size 
and would prevent extraction of the mold. The Dental Depart- 
ment of Bellevue Hospital suggested use of an alginate, which 
remains firm but semielastic and can also be cut and removed 
in sections. This department cooperated in the preparation of 
such molds. 

To overcome the problem of filling the vagina quickly and 
without disturbing the relaxed patient, the authors, after re- 
jecting use of a spatula, tested an ordinary caulking gun. 
After unscrewing the front end of the gun and partly retract- 
ing the plunger, they mixed the alginate with ice water to pro- 
long setting time, introduced the alginate into the gun with a 
spatula, screwed on the nozzle, and forced the modeling com- 
pound into the vagina with the ratchet handle of the gun. The 
alginate powder contains a color indicator that turns the mate- 
rial from pink to white when it has set. A gauze pad over the 
introitus prevents the outflow of unset alginate from the vagina. 
Recently, they have used a perforated 8 cm. lucite tube as a 
nozzle. This has a lucite plate that can be pressed against the 
vulva to prevent outflow of the impression cream, and the 
many-holed tube becomes firmly incorporated in the mold. The 
unperforated end of the tube extends through the flat plate 
and serves as a handle for easier removal of the mold. 


If the upper part of the vagina is proportionately much 
larger than the introitus, a small metal, double-ended surgical 
retractor is introduced before the vagina is filled with impres- 
sion cream, to provide a solid handle for getting the mold past 
the levators. 

To prevent shrinkage, the mold is kept wet and laid half 
embedded on its side in dental plaster of paris, which sets and 
is then coated with petrolatum on the surface, after which 
plaster is poured over the mold to make the second half of the 
impression. When the plaster has set, the mold is removed, 
and the plaster impression is filled with self-curing acrylic, 
clamped with a C-clamp and left for 1 hour. The acrylic mold 
is removed by chipping away the plaster, and any sharp edges 
are ground and polished away. Holes for radium are drilled 
with a twist drill or drill press, slowly and with cold water for 
lubrication. 

The mold can be used indefinitely and will place the cervix, 
bladder, and rectum in approximately the same relationship to 
each other each time the mold is used. By dipping the mold 
into thick barium paste before insertion, one can obtain a lacy 
roentgenographic outline on film. By filling the bladder, rectum, 
or both with radiopaque materials their relationships to the 
vagina, cervix, and cervical carcinoma can be studied. 

The mold permits exact planning of radium therapy and 
knowledge of the radium sources, without calculation and with- 
out error from radiographic distortion. Doses can thus be 


measured exactly with a Geiger counter or in an ionization 


chamber outside the body. The loaded mold with a radium 
tandem attached can be submerged in a water phantom for an 
exact reading of radiation dosages. Multiple or divided doses 
of radium can be given by reintroducing the mold and tandem 
without anesthesia, and it will take the same position each time 
it is used. This permits the use of the multiple, low-intensity, 
prolonged radium treatments that have been found more effec- 
tive than the massive doses. 

An illustration of sixteen vaginal molds suggests how 
variable in size and shape the human vagina can be. The ad- 
vantages of this mold over the colpostat, Corscaden’s applicator, 
Ernst’s applicator, the Manchester ovoids, and Stockholm ra- 
dium boxes are discussed in considerable detail. 


X-RAY DIAGNOSIS OF CANCER OF THE LUNG 


Alarmed by the rapidly rising incidence of bronchogenic 
carcinoma that threatens to decimate the male population if it 
progresses unchecked, Leo G. Rigler, M.D., has studied the 
roentgenologic histories of patients known to have had carci- 
noma. His evaluation of roentgen diagnosis appeared in Post- 
graduate Medicine, November, 1955. 

A study of films made in the course of routine chest sur- 
veys has indicated that pulmonary carcinoma is often relatively 
indolent, well over 2 years usually elapsing between the earliest 
roentgen signs and the positive diagnosis and active therapeutic 
measures. Roentgen evidence precedes recognizable symptoms 
by at least 9 months, and repeated x-ray studies reveal that 
evidence is discernible in the earliest stages of tumor develop- 
ment. 

The author cites a case in which the detection of mam- 
mary carcinoma led to roentgen studies of the chest. On films 
taken in 1944 and 1945 no abnormality was detectable, but in 
1946 a 5-mm. nodule was discernible although overlooked. No 
studies were made from 1946 to 1950, but in 1950 an appre- 
ciably larger roentgen shadow was visible in the same place, 
and by 1951 and 1952 it had grown larger. The patient rejected 
an operation in 1952, but in 1953 returned, complaining of 
cough, hemoptysis, pain, and weight loss experienced for the 
past 3 to 4 months. Atelectasis of the lung was by then exten- 
sive, forming a large obstructive mass in the bronchus. An 
adenocarcinoma was surgically removed. 

The smallest primary carcinoma discernible in a roentgeno- 
gram was 3 cm. in diameter. Tracing back to a chest film 
made 2% years earlier, the author found a lesion only a few 
millimeters in diameter, yet clearly visible, in precisely the same 
area. Although such lesions are rarely found, they are never- 
theless discernible. The problems are in identifying such le- 
sions, establishing that they are indeed tumors, and regarding 
them with the seriousness they warrant. Failure to find early 
pulmonary carcinoma stems from hasty chest surveys in which 
minute attention is not paid to the small changes. The author 
cites a second case in which roentgenologic evidence of carci- 
noma was overlooked for more than 2 years before surgical 
intervention, at which time a squamous carcinoma, which might 
have been removed when it was only 1 cm. in diameter, was 
found. 

As to the demonstration of the deeper-seated lesion, the 
author believes it possible, though more difficult, if close atten- 
tion is paid to enlargement of the hilar shadow, and he presents 
an illustrative case. 

Early roentgen signs include peripheral density that usually 
appears as a solitary shadow and unilateral hilar enlargement. 
A case in point is described. Lobar, unilateral, or segmental 
emphysema is a third sign, noted early in instances of partial 
bronchial obstruction by a tumor. Two cases are described to 
illustrate this sign. 
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Pulmonary carcinoma is called “the great simulator of all 
other types of disease to which the lung is heir.” An abnormal 
pulmonary roentgen shadow places grave responsibility on the 
physician. Unequivocal diagnosis depends on microscopic study 
of tissue removed by way of the bronchoscope, by percutaneous 
biopsy, or by open thoracotomy. Also definitive is a direct 
bronchoscopic view of the tumor. Positive identification may 
be made when carcinomatous cells are detected in specimens of 
sputum or aspirated bronchial material. 

A definitive roentgen sign is a dense shadow associated 
with a mass and an obstructive bronchus. Roentgen evidence of 
a small, rounded, sharply defined peripheral nodule in a spot 
where earlier films disclosed no such shadow is adequate justifi- 
cation for thoracotomy, and successive films, showing growth of 
such a lesion, are dependable evidence for the diagnosis. Another 
characteristic sign is a small notch in the margin of a plani- 
graphic shadow. Experience has shown the notch to be signifi- 
cant, and the author believes it almost invariably connotes 
carcinoma. 

Rat-tail deformity of the branch bronchus, when noted in 
a bronchogram, is almost pathognomonic. Rarely can it be 
reached by bronchoscopy, and rarely does it shed cells. After 
all other means of diagnosis have been exhausted, an explora- 
tory thoracotomy is justified. 

The author recommends photofluorographic study or a full- 
sized posteroanterior roentgen view of the chest as a superb 
technic for detecting a disease process in the lung, particularly 
pulmonary carcinoma; its positive identification through chest 
films made in a variety of positions in both phases of respira- 
tion, by means of planigraphy and, if necessary, bronchography, 
and exhausting all of these efforts in each suspect case. 


PREVENTION OF BACK INJURIES THROUGH 
PREPLACEMENT EXAMINATIONS 


The role of pre-employment examinations in helping to 
eliminate compensable temporary or permanent disability arising 
from what is commonly referred to as “industrial back,” re- 
sulting from physical strain and stress with or without mental 
distress, is evaluated in terms of experience in its use at the 
Hawthorne Works of the Western Electric Company, Chicago, 
hy William F. Becker, M.D., in Industrial Medicine and Sur- 
gery, November, 1955. 

For the past 5 years, workers assigned to heavy work, 
newly hired employees, and those transferring from light to 
heavy work have routinely undergone careful examinations. 
Heavy work refers to work that requires lifting, carrying, 
pulling, or pushing weights that exceed 30 pounds for periods 
representing more than 20 per cent of the working day. This 
study reviews pertinent data of the last 10 years, divided into 
two periods: 1946-1949, before the preplacement examination 
was instituted, and 1950-1955, after preplacement examinations 
became a prerequisite to assignment to heavy work. 

Of the 3,074 men examined before being assigned to heavy 
work by the end of 1954, only 2,240 (73 per cent) were fit 
to do heavy work. A comparison of the two periods reviewed 
showed an abrupt decline in the number of disabling back in- 
juries per 1,000 shop men. In 1954 there were only three in- 
stances of time lost due to back injuries on the job as against 
62, 39, 47, and 38 such instances in the 4 years of the first 
period. Even more striking is the record on the degree of 
severity of such injuries. Also, the three men involved in back 
injuries in 1954 happened to be older men who had already been 
on the job before the new program of examinations was insti- 
tuted and had never undergone this type of examination. 

Back injuries declined from 219 in the first period to 73 in 
the second, a 67 per cent reduction. Of the 3,074 men assigned 
to heavy work and examined, only a small fraction reported 
earlier backaches or injuries. Roentgen studies were an impor- 
tant aid in the evaluations, and anteroposterior and lateral views 
of the lower thoracic, lumbar, and sacral sections of the spine 
as well as special views that disclosed the lumbosacral joint 
were made in each instance. Whenever indicated, oblique views 
were also studied. 


Journal A.O.A. 
January, 1956 


Often a combination of several minor changes, sufficient to 
suggest instability of the lower spine, led to declaring the em- 
ployee unfit for heavy work. Of the 250 employees who com- 
plained of low backache, 82.4 per cent had varying degrees of 
abnormality in the bone structure of the lower spine. Only a 
small number of those who had, within 5 years, been treated 
for disabling back injuries failed to yield roentgenologic evi- 
dence of structural changes. 

“Industrial back” problems have been reduced appreciably 
by selective placement, although no panacea to eliminate entire- 
ly all functional disorders or malingerers can be expected. The 
preplacement examination does, however, have a favorable 
psychologic effect in that it gives employees a feeling of se- 
curity on the job even though initial adjustment to new and 
heavy work may often cause discomforts. By preventing the 
first back injury, this preventive measure has eliminated the 
chronic back ailment and recurrent disturbances interfering 
with normal back function. 


A METHOD OF COOLING LARGE PLASTER-OF-PARIS CASTS 


Mindful of the patient’s comfort, particularly during the 
summer, C. Roger Sullivan, M.D., describes an effective and 
simple system of cooling large plaster casts in a report in the 
Proceedings of the Staff Meetings of the Mayo Clinic, Novem- 
ber 16, 1955. 

The system consists of incorporating within the plaster a 
rubber tubing with a %-inch lumen and wrapping it around so 
that it is spaced 1%4 to 2 inches apart. The padding and the 
usual number of thicknesses of plaster are applied as always. 
The tubing is then wrapped around the cast and more plaster 
is added. The ends of the tubing are so placed and left long 
enough that they can be connected to a stream of cold water, 
preferably refrigerated drinking water. The water is allowed to 
run through the tubing for a time, after which the tubing is 
disconnected from the source of water and the ends of the tube 
are clamped, holding cold water inside. Thorough cooling will 
keep the cast as cold as an earthenware container for an hour 
or longer. 


EXPERIMENTAL AND CLINICAL USE OF BONE MILLED 
IN THE KITCHEN BLENDER 


Discussing technics for producing small bone chips for 
transplantation purposes, Norman Rosenberg, M.D., and _ his 
associates describe experiments with various types of instru- 
ments and their reasons for favoring a blending instrument 
common in the American kitchen in Surgery, Gynecology and 
Obstetrics, November, 1955. 

Having tested the bone saw, the coffee grinder, and the 
pencil sharpener, they turned to the blender- or liquidizer-type 
of kitchen instrument. Its metal blades fit on the spinning 
axle of the motor in its base. The motor itself is nonsterilizable, 
but the container is autoclaved and its top of plastic or rubber 
is cold-sterilized, as proved by careful tests for asepticity. 

The surgeon handles the bone, the container, and its top, 
and a nurse operates the motorized base and pours the sterile 
solution. Placed into the container is chilled normal saline solu- 
tion, to a depth of 2 to 4 inches, to bring the bone fragmenis 
in contact with the blades and also to dissipate the heat pro- 
duced. By this means a piece of cortical bone, 8 by 2 by 1 cm, 
can be reduced to the consistency of coarse sand within ap- 
proximately 5 minutes. Smaller particles remain suspended but 
settle rapidly enough to permit recovery of most of the bone 
by decanting or, as has been done at the National Naval Medi- 
cal Center, Bethesda, Md., this method is supplemented by 
freeze-drying for full recovery of the material. 

How finely the bone particles are reduced depends on thie 
size of the original piece of bone and the length of time it spins 
in the apparatus. This method of milling produces thoroughly 
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washed particles, in which the osteocytes may be destroyed but 
in which the organic or crystalline components of bone appear 
to remain chemically unaltered. Reduction takes longer with 
cancellous than with cortical bone. 

The granules range from a few microns to 1 to 2 mm. in 
diameter, providing a much greater area to present to the host 
tissue than a single piece of bone of like size. 

To test whether transplants of equal-sized particles of cor- 
tical and cancellous bone in any way differed, whether fresh 
autogenous cortical bone particles would incorporate more 
rapidly or more slowly in host tissue than the same transplant 
material unmilled, and whether the rates of incorporation for 
frozen homogenous and frozen autogenous blenderized granules 
differed, studies were made on the humeri and ora in mature 
dogs, with the defects confined to the middle third of each bone. 

No discernible difference between cortical and iliac bone 
was noted after 14 and 21 days, so far as new growth of osteoid 
tissue and young bone was concerned. When drill shavings 
were packed into one defect and blenderized autogenous cortical 
bone into another and a third defect was left unfilled for con- 
trol purposes, new bone growth was denser after 14 days with 
the packed shaving bone and the blenderized bone than in the 
control. After 21 days, dead bone among the larger shavings 
was in ample evidence, whereas it was barely perceptible in 
the defect filled with blenderized granules. The smaller par- 
ticles were incorporated in the host tissue much faster than 
were the shavings. And in the third test, the frozen homogenous 
bone caused more fibrous tissue reaction in the host than the 
frozen autogenous bone, despite the fact that both types of 
bone had been reduced to fine particles. 

In forty-one patients treated with homogenous, autogenous, 
deep-frozen, or freeze-dried bone transplants, the transplants 
of blenderized bone were, with rare exceptions, successfully in- 
corporated. This experience seems to warrant more wide- 
spread use of bone refined in such an apparatus. The authors 
conclude further that, if stability is not a factor, bone trans- 
plants should be made of granules of the type that are effi- 
ciently and simply made in a kitchen blender. 


ASSOCIATION OF MATERNAL AND FETAL FACTORS WITH 
DEVELOPMENT OF MENTAL DEFICIENCY 


1. Abnormalities in the Prenatal and Paranatal Periods 


A discussion of the association of factors in the develop- 
ment of mental deficiency with an emphasis on abnormalities 
in the prenatal and paranatal periods is reported by Benjamin 
Pasamanick, M.D., and Abraham M. Lilienfeld, M.D., in The 
Journal of the American Medical Association, September 17, 
1955. 

They take the premise that previous work done on the 
subject has been contradictory and advance the theory that 
revealing facts might be uncovered by selecting a group of re- 
tarded children born in a given area and reviewing the maternal 
and fetal factors recorded on birth certifiicates and hospital 
obstetric records. A comparison with a selected control group 
could then be drawn. 

Such a study was undertaken, and the results indicate a 
definite relationship between specific abnormal conditions con- 
nected with childbearing, such as toxemia and bleeding, and the 
development of mental defect in the child. The report covers 
complications of pregnancy and parturition, prematurity, and 
abnormal neonatal findings insofar as they were recorded on 
hospital charts. 

The authors conclude that the pattern of factors that ap- 
pear to be associated with mental defects resembles the pattern 
associated with stillbirths, newborn deaths, cerebral palsy, epi- 
lepsy, and childhood behavior problems. They suggest that 
there is a continuum of reproductive casualty, consisting of 
brain damage incurred during the prenatal and paranatal pe- 
tiods from abnormalities during those periods, leading to a 
gradient of injury progressing from fetal and neonatal death 
through cerebral palsy, epilepsy, behavior disorder, and mental 
retardation. Further research is suggested on the etiology, 
diagnosis, management, and prevention of these disorders. 


IDIOPATHIC HYPOGLYCEMOSIS: REPORT OF TWO CASES 


The first two cases of severe recurrent episodes of hypo- 
glycemia associated with convulsions in infants encountered at 
the Mayo Clinic are reported in Staff Meetings of the Mayo 
Clinic, October 19, 1955. John C. Gall, Jr., M.D., and Edmund 
C. Burke, M.D., direct attention to idiopathic hypoglycemosis 
and describe its treatment. 

The first case described is that of a 4%4-month-old boy who 
was admitted to the hospital with a history of “convulsions” 
and “low blood sugar” of 6 weeks’ duration. At birth the baby 
was apparently normal; early one morning at the age of 3 
months his mother found him completely limp, although cyano- 
sis was not present. He recovered within a few minutes. Sev- 
eral more attacks occurred within a period of a few weeks; 
during the attacks the baby sweated profusely. During some 
attacks he appeared unconscious, but during others he appeared 
conscious. 

The baby was taken to a clinic where his blood sugar was 
found to be 40 mg. per 100 cc., and he was placed on a high- 
protein, low-carbohydrate diet. Several days later more at- 
tacks occurred in rapid succession. The blood sugar value was 
found to be 15 mg. per 100 cc. at two different times, and on 
another occasion it was 35 mg. per 100 cc. Feeding did not 
result in much increase in the blood sugar value. Sedatives 
were administered in order to control attacks. Attacks averaged 
two a day for the next 10 days; usually they occurred before 
feeding but sometimes not until a half hour or an hour later. A 
severe convulsion with rolling of the eyes and violent thrashing 
of the limbs which lasted about 5 minutes took place a few 
hours before the infant was admitted to the hospital. Another 
convulsion occurred on the way to the hospital. 

About 3 hours after admission, another convulsion began. 
An intravenous infusion of 30 drops per minute of 5 per cent 
glucose in water was begun. When no effect was noted in 10 
minutes, 120 ml. of 5 per cent glucose in water were given by 
nasal tube; 20 minutes later 3 ml. of calcium gluconate were 
given intravenously without effect. The convulsion finally began 
to subside 2 hours after it began, following rectal administra- 
tion of %4 grain of Nembutal. There were frequent brief con- 
vulsive movements during the first hospital day even though 
intravenous glucose administration continued at 8 drops per 
minute for several hours. During this time the blood sugar 
values were 43 and 30 mg. per 100 cc. 

Analysis of the cerebrospinal fluid showed 1 lymphocyte, 
30 mg. of protein, and 15 mg. of glucose per 100 cc. Blood 
chemistry tests revealed calcium 9.9 mg., 5.8 grams of total 
proteins, and 5.1 mg. phosphorus per 100 cc. of serum. X-rays 
of the thorax and skull were normal as were neurologic find- 
ings. An electroencephalogram the day after admission showed 
diffuse dysrhythmia, grade 3, maximal in the right parietal re- 
gion; a second taken 18 days later, after treatment had begun, 
was normal; another, 4 days later, revealed diffuse dysrhythmia, 
grade 1. 

The baby was placed on a high-protein diet and cortico- 
tropin was administered intramuscularly. The fasting blood 
sugar level, which had consistently remained about 20 to 25 mg. 
per 100 cc., rapidly rose to normal after administration of 
corticotropin, and convulsions stopped. The infant’s appetite 
improved and he gained weight, but restlessness, poor control 
of his head, poor sucking movements, and visual loss continued. 


Corticotropin was discontinued for a few days after admis- 
sion in order to perform glucose and epinephrine tolerance 
tests. The blood sugar value showed a prompt but only mod- 
erate increase from the fasting level. The epinephrine-produced 
increase in blood sugar was interpreted as indicative of ade- 
quate hepatic glycogenolysis, and it appeared that glycogenosis 
(von Gierke’s disease) was not likely. Excessive insulin re- 
sponse to a sudden increase of blood sugar was not indicated 
from the glucose tolerance curve. On the twenty-fourth day of 
hospitalization a pneuomoencephalogram showed generalized 
ventricular dilatation with marked cerebral degeneration and 
a surprising degree of cortical atrophy. 

Corticotropin (Acthar gel), 6 to 8 mg. daily in two divided 
doses, adequately maintained the blood sugar concentration. 
Over a period of a week, the dose was gradually discontinued, 
but the blood sugar concentration decreased to 60 mg. per 100 
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ce. Corticotropin treatment was reinstituted and the mother 


instructed to inject 2 units twice a day. 

The infant was dismissed after about a month's hospitaliza- 
tion; 6 weeks after dismissal he had had no seizures. Blood 
sugar values were 77, 72, and 75 mg. per 100 cc. during this 
period, 

With a regimen of 1.5 units of ACTH twice a day, the 
baby remained asymptomatic. Blood sugar determinations were 
76 and 77 mg. per 100 cc. Three weeks after dismissal the dose 
of ACTH was reduced to 1.5 units a day. For the next 2 
months rolling of the eyes was noted frequently and this was 
presumed to be a manifestation of a convulsive disorder. Ap- 
proximately 344 months after the infant was dismissed, ACTH 
was discontinued entirely, but within 2 weeks thereafter he was 
again having generalized convulsions. 

Following this, administration of 1 unit of ACTH a day 
was again begun, and although convulsions stopped, the baby 
was distraught and uncomfortable. Generalized convulsions, 
more marked on the left, occurred again about 3 weeks later. 
On that day the blood sugar value was 30 mg. per 100 cc. 
After administration of 2 units of Acthar gel twice daily was 
started there were no further convulsions, eye rolling stopped, 
and the baby was playful and apparently comfortable. 

Seven months after dismissal the baby was readmitted to 
the hospital for re-examination. The findings at physical ex- 
amination were negative, and the baby appeared husky and 
thriving. On close observation it was apparent that he could 
not sit without aid, and that he had not reached accepted de- 
velopment norms for his age. The fasting blood sugar level 
was 26 mg. per 100 cc., and the glucose tolerance test blood 
sugar values were 75, 35, and 24 mg. per 100 cc. at 1, 2, and 3 
hours. Blood test findings and x-rays of the skull and thorax 
were normal. There were no abnormal electroencephalographic 
findings. Although at this time the baby was 13 months of age, 
testing revealed a mental age of 4 months. Neurologic evalua- 
tion further supported the original diagnosis of severe damage 
to the central nervous system as a result of hypoglycemia. 

At dismissal, the baby was still receiving 3% unit of ACTH 
twice daily, but cortisone and diphenylhydantoin sodium (Dilan- 
tin) were recommended as a substitution. The authors are un- 
decided whether there was an appreciable clinical effect from 
the small dosage of ACTH. 

In the second case presented, a diagnosis of convulsive dis- 
order had been made in 1950. The authors were recently in- 
formed of the death of the child in 1954. After reviewing their 
findings at examination in 1950 and the present knowledge of 
the condition, they concluded that this case also was one of 
idiopathic hypoglycemosis. 


TREATMENT IN INTERNAL MEDICINE: ANTIBIOTIC 
THERAPY OF PRIMARY PULMONARY ABSCESSES 


Primary pulmonary abscess results from acute, necrotizing 
bacterial pneumonia which causes liquefaction, sloughing, and 
cavity formation. The infection is caused by spirochetes, fusi- 
form bacilli, vibrios, and anerobic gram-positive cocci in sym- 
hiosis. These in turn are found in the teeth and gums in in- 
stances of advanced periodontal disease and are inhaled as 
bacterial aggregates to produce an abscess in the alveoli or 
small bronchioles of the lungs. It is about the treatment of 
such abscesses that Emitt H. Shoemaker, M.D., and his co- 
workers wrote in their report in the Archives of Internal 
Medicine, November, 1955. 

With the antibiotics now available, the following treatment 
is given to lung abscesses: Acute and uncomplicated abscesses 
receive appropriate antibiotic therapy and bronchoscopy, and 
pneumonostomy is reserved for the rare hyperacute cases in 
which antibiotics appear to be ineffective. Surgical resection of 
segments, lobes, or lung is the choice in treating chronic or 
complicated abscess after antibiotic therapy has been used for 
7 to 10 days to clear up pneumonitis in the area. The cure rate 
in medical management of acute lung abscesses has been 90 per 
cent. In chronic cases, this approach has reduced complications, 
morbidity, and death rates. More difficult postoperative prob- 
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lems involve empyema and bronchopleural fistula. Four illus- 
trative cases are presented. 


Penicillin G in aqueous solution is given intramuscularly 
at the rate of 300,000 units every 4 hours for the first 10 days, 
after which a long-acting preparation, in 300,000- to 600,000- 
unit doses twice a day, is substituted. After control of the 
original causative agents, sulfonamides, unless contraindicated, 
are combined with the penicillin to avoid infection in the 
persistent anatomic defect by gram-negative bacilli. This ther- 
apy is controlled by means of weekly sensitivity studies and gram- 
staining of freshly expectorated sputum specimens. Supportive 
therapy consists of bed rest, adequate diet and vitamin intake, 
and transfusions when needed. 


Body temperatures, a decrease in toxemia and in leukocyt: 
levels, and a gain in weight are indicative of progress, along 
with diminishing quantities of sputum and less severe cougli. 
Whenever improvement fails to appear after 2 weeks, obstruc- 
tion should be suspected and surgical intervention resorted to. 
It takes longer to produce roentgen evidence of improvement. 
Among the indications for surgical therapy are failure to estab- 
lish bronchial drainage because of organic obstruction, per- 
sistent large residual lesions in persons in the carcinoma age 
group, and recurrences in the same area after adequate medical 
treatment. 


NEW CHEMICAL AGENTS IN PSYCHIATRY 


Many articles have appeared recently in lay publications de- 
scribing the wonders of certain new chemical agents in the 
treatment of psychiatric patients and, as a result, many physi- 
cians are being pressured to use these drugs clinically. In the 
September, 1955, issue of Postgraduate Medicine, E. H. Par- 
sons, M.D., reviews the neurophysiologic basis for these agents, 
describes their uses, limitations, and dangers. 


In the past, sedatives which suppress generally the activity 
of the central nervous system have been about the only chemi- 
cal agents used therapeutically in psychiatry. Greater compre- 
hension of the physiologic mechanisms operative in the central 
nervous system has had, of necessity, to precede any extensive 
clinical use of chemical agents. As a result of the work of 
Gellhorn, Magoun and Rhines, and others, the physiologic pat- 
tern of interrelationships between the bulbar portion of the 
spinal cord, the diencephalon, and the cortical structures witl 
which the psychiatrist is primarily concerned are now fairly 
well established. These studies made evident the fact that in- 
hibition of adverse somatic impulses at the bulbar level should 
serve to suppress central perception of sensory patterns; like- 
wise, that inhibition of diencephalic autonomic outflow stimuli 
should cause the somatic manifestations of cerebrally perceived 
emotional states to decrease. The diencephalon can no longer 
be pictured as the seat of emotions, as previously taught, but 
rather as a constantly active relay station in the electrical maze 
of the central nervous system. 

Two drugs—chlorpromazine (Thorazine) and alkaloids 
from the Indian root Rauwolfia serpentina, or reserpine—have 
known effects on midbrain activity. 

Chlorpromazine was originally synthesized for its mid- 
brain selective action as an antihistaminic, but its use in this 
respect was a complete failure. The portion of the midbrain 
most sensitive to this drug is the vomiting center; a relatively 
small quantity will suppress emesis. As dosage is increased, 
the central nuclei of the midbrain and spinal cord become 
inhibited. 

Those syndromes characterized by autonomic nervous sys- 
tem hyperactivity and resultant somatic dysfunction will be the 
ones best treated by administration of chlorpromazine. Patients 
receiving the drug are less irritable, their concern with environ- 
mental trivia is diminished, and their attention span is increased 
Patients who were previously inaccessible to psychotherapeutic 
measures begin to respond to these technics. Large doses of the 
drug may produce sedative and pseudosomnolent effects witli 
the patient in an almost constant light sleep. The patient can 
be aroused easily, however, and is mentally clear although 
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largely unconcerned. It has also been found that chlorproma- 
zine, when used in conjunction with barbiturates and opiates, 
potentiates or increases the unit dose effect of the latter. This 
is a great aid in the control of pain from inoperable malig- 
nancy. Similarly, drugs acting peripherally on the neuromus- 
cular apparatus, such as mephenesin, will be potentiated. 

Among the adverse reactions reported to the use of 
chlorpromazine are a feeling of insecurity following rapid 
position change, and a momentary sensation of falling upon 
arising. Some depressed patients with little or no anxiety may 
become more depressed. A very small percentage of patients 
have developed an obstructive type of hepatitis. Finally, the 
author does not recommend administering chlorpromazine to 
the hypochondriac patient who unconsciously looks upon the 
removal of his symptorns as a threat which he can not tolerate. 

Reserpine was first studied because of its hypotensive 
characteristics. Its secondary effects have brought it to the 
attention of the psychiatrist. The initial effect of reserpine 
seems to be on the vasopressor centers of the hypothalamus. 
While similar in many respects, reserpine is less satisfactory 
for controlling vomiting than chlorpromazine, and it tends to 
increase upper respiratory tract secretions, which can be trou- 
hlesome. It also may cause excessive stimulation of gastric 
activity and secretions which can, however, be controlled by the 
simultaneous administration of antihistaminics. 

Physiologically speaking, both chlorpromazine and reserpine 
render noneffective the patient’s alarm mechanism, hence he 
fails to respond to the false alarms of his psychiatric illness. 
The author has found that reserpine is more effective in those 
clinical states in which the autonomic impulses are centrally 
transmitted, as in some of the major psychoses, while chlorpro- 
nazine, in smaller doses, suppresses somatically originating im- 
pulses and, in larger doses, appears to isolate midbrain and 
cortical centers from such centripetal stimuli. At present, the 
author selects the drug to be used on this basis. 

Dosage depends upon the required neurophysiologic effect 
desired. Chlorpromazine may not be fully effective until 1000 
mg. per day are given in four to six doses. Usual dosage of 
reserpine is 6 to 10 mg. per day. Both drugs have a relatively 
low toxicity. 

The full implications of the use of these and other chemical 
agents as aids in the treatment of psychiatric illness can not yet 
be evaluated. Already this neuropharmacologic approach has 
forced the psychiatrist to re-examine his concepts of personality 
and ego structure. For this reason, the clinical studies of these 
agents may prove as valuable to the physician as they will ulti- 
mately to the patient. 


INTRAOSSEOUS VENOGRAPHY 
PRELIMINARY REPORT ON ITS USE IN SKELETAL AND 
SOFT TISSUE ABNORMALITIES 


Following foreign reports that normal venous drainage in 
various regions of the body can be outlined by intraosseous in- 
jection of opaque agents, Franz P. Lessmann, M.D., and his 
associates report their evaluation of this procedure in the New 
York State Journal of Medicine, October 15, 1955. 


Interest in the new technic was deepened by the hope that 
soft-tissue alterations, not normally visible in roentgen studies 
because of the lack of surrounding contrast, might thereby be 
studied indirectly. Tools for the procedure consist of a no. 17 
bone marrow needle and three syringes of 2-cc., 10-cc., and 
20-ce. capacity. Allergy to iodine is verified. Seconal sedation 
is given a half-hour before examination, 30 to 50 mg. of 
Demerol are injected intravenously just prior to the examina- 
tion, and 1 per cent procaine is then injected into the selected 
site. The bone marrow needle is introduced as far as the 
periosteum and pushed through the bone cortex with additional 
pressure and rotary motion until it reaches the medullary cavity. 
With the needle securely in position, marrow is aspirated to 
confirm the correct position of the needle. For adequate visuali- 
zation of the needle, a scout film is made after 1 to 2 cc. of 
opaque agent are injected. The medium used so far has been 
70 per cent Urokon. Although the contrast medium clears 


rapidly from the site of injection, three to four films can be 
manually exchanged and taken. An automatic, rapid cassette 
changer was used for studies of the venous system of the 
thorax in which sequential inspiratory and expiratory ma- 
neuvers were used to increase venous flow. 

Forty such examinations have proved successful with com- 
plaints of nothing beyond a compressed feeling at the site of 
injection. Evidence of the need for using general anesthesia 
for this procedure has not been found. 

Four typical cases are reported. The authors are particu- 
larly interested in the use of this method in detecting bone 
lesions and space-occupying tumors of the spinal canal, tumors 
of the posterior mediastinum, and extension tumors into neigh- 
boring soft tissues and are therefore continuing their studies 
to evaluate its usefulness. 


NONOPERATIVE TREATMENT, INCLUDING 
MANIPULATION, FOR LUMBAR INTERVERTEBRAL 
DISK SYNDROME 


The increasingly widespread favoring of nonoperative 
treatment of herniated low lumbar intervertebral disk led Mer- 
rill C. Mensor, M.D., to review the principles, method, limita- 
tions and contraindications, and end-results of conservative 
therapy and to compare manipulative and operative results in 
The Journal of Bone and Joint Surgery, October, 1955. 

To the four main components of conservative treatment— 
rest, support, rehabilitative exercises, with or without physical 
therapy, and time—is added a fifth—manipulation, which dra- 
matically terminates severe pain and appreciably reduces the 
length of incapacitation. The author bases his report on an 
analysis of 285 patients in the past 10 years in whom protruded 
lumbar intervertebral disk was a warranted diagnosis. 

Treatment consisted of bilateral (skin) traction (6 to 10 
pounds), applied to the leg, with the patient in the “contour” 
position. Before manipulation, Pentothal sodium was routinely 
given by intravenous injection. With the anesthetized patient 
supine, the involved extremity is manipulated first with an as- 
sistant to hold the shoulder of the affected side firmly against 
the table and with the other limb fixed to the table. The op- 
erator rotates the limb internally from the opposite side of the 
table, flexing and adducting it, using it as a lever, and applying 
force by thrusting his hand against the ilium in the direction 
of the leverage. A crunching or popping is usually heard. 
Treatment is then given to the opposite side. The patient is re- 
turned to his bed and traction reapplied for 5 days on the 
average. Ambulation is not permitted until a spring-steel chair- 
type back brace is applied or, in women, a laced-front corset 
with back steels. Rotary twisting in bed is warned against. 


Backache usually disappears in a few days, although gluteal 
discomfort may last for a week or 2 longer. Examination is 
deferred until the first week of weight-bearing, beyond which 
no physical activity is permitted for 2 to 3 weeks. The patient 
is taught flexion exercises and bending and lifting procedures 
to practice after he returns to his home. In 4 to 6 weeks, de- 
pending on his occupation, the patient may resume working. 
Heavy weight lifting is avoided for several months, and the 
brace is worn for 3 months on the average. 

A second manipulation has been performed during the ini- 
tial hospitalization, but only if the first failed to afford relief. 
Contraindications were definite motor involvement, complicating 
cardiovascular disease or roentgen evidence of spinal osteoporo- 
sis or several degenerative changes in elderly patients, and 
spondylolisthesis and roentgen evidence of laminar or pedicle 
defects. 

Eight patients experienced recurrent symptoms after sec- 
ondary injuries 3 months to 8 years later. 

Too vigorous or careless leverage during manipulation 
could fracture the femur. In no instance did manipulation 
aggravate symptoms, cause motor weakness or paralysis, or 
give rise to bladder or rectal sphincter complications. Persistent 
complaints and objective indications signalled the need for surgi- 
cal intervention by a neurosurgical consultant who was considered 
better qualified to do interlaminar exploration with removal of 
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a minimum of bony tissue; primary fusion was done only on 
clear roentgen or operative evidence of instability. 

For end-result studies, the patients were grouped as private 
or industrial, and many factors were recorded for comparison. 
The results were classified as excellent, good, fair, immediate 
failure, or delayed failure, and the definitions for these criteria 
are given. In this series, complete symptomatic relief occurred 
considerably more often. after manipulation and the accompany- 
ing conservative regimen than after surgical therapy, with less 
permanent disability in those who were left with a persistent 
residual disability. Apparent discrepancies in end-results be- 
tween the two groups in this series may have stemmed from 
monetary factors or from the fact that a larger percentage of 
the industrial group was engaged in heavy work. 


BURSITIS AND FIBROSITIS 
CLINICAL AND THERAPEUTIC ASPECTS 


The diagnosis and treatment, both chemical and therapeutic, 
of bursitis and fibrositis are discussed by Theodore B. Bayles, 
M.D., in Medical Clinics of North America, September, 1955. 

He points out that the bursa becomes visible by x-ray only 
when the calcific material from the calcific tendinitis ruptures 
into the bursal space, and the fact that serial x-rays show this 
diffuse material has been absorbed in a few weeks may account 
for the optimistic results ascribed to many treatments, including 
supportive therapy. 

Occupations involving habitual semiabduction of the arms, 
such as filing clerk, dentist, stenographer, machine operator, 
and surgeon, are conducive to tendon degeneration and subse- 
quently bursitis. 

Bursitis is a sign or symptom of a local or generalized 
connective tissue problem, and accurate diagnosis of the under- 
lying condition is extremely important in order to determine 
proper treatment. History and physical examination must be 
complete so that conditions such as rheumatoid arthritis, gout, 
collagen diseases, trauma, and infections can be ruled out. 
Calcification of the tendon fibers directs attention to a local 
rather than systemic basis for the disease. 

Acute bursitis should be treated vigorously to eliminate 
pain and prevent chronicity. Salicylates, moist heat, hot fomen- 
tations, and rest are indicated in minor involvements. If these 
or analgesics such as phenacetin are not adequate, codeine, 
Demerol, or morphine may be used. If the lesion is related to 
gout or rheumatoid arthritis, phenylbutazone may be effective. 
If, after 48 hours, these measures do not produce substantial 
improvement, adrenocortical steroids are indicated systemically 
or locally. 

ACTH, 20 to 40 units subcutaneously, may be given every 
6 hours, or the gel preparation, 40 units twice daily, may be 
administered. Twenty units of ACTH in 500 cc. of 5 per cent 
dextrose or saline solution may be given as an intravenous in- 
fusion over a period of 8 hours daily for 3 to 4 days. In 
localized acute bursitis the author suggests a direct injection 
of 50 to 200 mg. of hydrocortisone acetate for the greatest 
antiphlogistic benefits. Recognized contraindications toe adreno- 
cortical steriod excess must be observed in using these prepara- 
tions, and such conditions as peptic ulcer, psychoses, tubercu- 
losis, infections, congestive heart failure, and severe hypertension 
should be ruled out. 

After pain has been relieved, passive and active exercises 
are important to re-establish normal motion and use. Since the 
advent of antiphlogistic adrenocortical hormones, surgical ex- 
ploration and drainage of acute bursitis has become almost 
obsolete. 

According to Codman, severe chronic bursitis is difficult 
to define, treat, and to explain from the point of view of pa- 
thology. Unless joint disease is present, however, it should be 
possible to re-establish normal function. Local injection of 
hydrocortisone acetate should be used, and passive stretching 
without anesthesia is recommended. If these are unsuccessful 
manipulation under anesthesia may be necessary to disrupt ad- 
hesions. A vigorous program of physiotherapy and active and 
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passive exercises is essential, plus the use of ACTH or corti- 
sone for 3 or 4 days to prevent “freezing” in a new position, 
When not undergoing therapy or other activities, the patient 
should lie with his hands clasped behind his head. 

In acute bursitis exercises are started within 24 hours 
after the manipulative procedure or immediately after partial 
relief of pain. A series of exercises to be done 24 hours after 
manipulation under anesthesia, a series to be done 48 hours 
later, and related prone exercises are suggested. The im- 
portance of active sitting-up or standing shoulder exercises is 
stressed, particularly bilateral outward rotation with the elbows 
hugged in close to the ribs to insure true shoulder motion, and 
bilateral inward rotation, carrying the hands up in back as 
close to the scapulae as possible. Contraindications to this 
regimen are pain and/or muscular spasm. 

The author considers fibrositis a term, rather than a diag- 
nosis, to describe certain symptoms due to rheumatic, traumatic, 
infectious, toxic, endocrine, psychogenic, and similar causes. 

Research and controversy on the subject have failed to 
define a disease entity that may be designated as fibrositis. The 
pathology is not consistent and, although the term is used often, 
there is little to support its use in this connection. The cardinal 
features of fibrositis are pain, stiffness, soreness, tenderness, 
and limitation of motion. The lower back, lateral aspect of the 
thighs, neck and scapular area, and shoulder and chest are the 
areas most commonly involved. 

The psychosomatic angles must always be considered in 
the whole picture. An outstanding clinical feature in these 
patients is the evanescent nature of the complaints, coupled with 
general good health, except for chronic fatigue, and with nega- 
tive laboratory studies. Response to therapy varies from day 
to day and may be important in differentiating organic from 
psychosomatic states. 

Treatment must be directed toward the organic or mental 
aberration that produces the symptoms. The author believes 
physical and/or mental tension to be mainly responsible. A 
thorough history may uncover some disturbing or difficult per- 
sonal problem which may account for the fibrositis. In these 
cases reassurance is of primary importance. Some patients may 
even need psychiatric assistance. 

Symptomatic treatment should be carried out with salicy- 
lates, physical therapy, diet, and regulated rest. Because of 
the mental rigidity of many of these patients, steps must he 
taken to prevent chronic hypochondriasis. 


FATAL SUPPRESSION OF SYMPTOMS DURING 
HORMONE THERAPY 


Hormone therapy, with reference to its disseminating prop- 
erties in bacterial infection and its nearly complete suppression 
of symptoms of the resultant lesion, is discussed by J. A. Page, 
M.B., on the basis of two detailed cases, in the Journal of the 
American Geriatrics Society, November, 1955. 

In both instances, the patients had been undergoing -treat- 
ment for rheumatoid arthritis with cortisone or ACTH 
(adrenocorticotropic hormone). In one patient who had had 
hormone therapy for several months, symptoms were being 
controlled with a daily dose of cortisone. The other had had 
treatment with ACTH earlier and was undergoing a second 
course of treatment because of an acute exacerbation, but had 
réceived only six injections of 20 mg. of ACTH gel. Both 
reported great improvement in their condition. Neither had ex- 
perienced any limitation of physical activity, yet fulminating 
pneumonia was present in both patients and in both cases was 
responsible for death. 

The cases illustrate the masking effect cortisone and 
ACTH have on severe bacterial infection. They are presented 
to stress once more the need for repeated full clinical examina- 
tions at least at weekly intervals whenever a patient is under- 
going hormone therapy. Use of the drugs must be closely 
supervised as, in their present form, they cause too many fatal 
side-effects, including the dissemination of bacterial infection, 
anaphylactic shock, and water retention. 
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Books for review which were received during the period 
from November 5 to December 5 are listed on advertising pages 
68 and 69. Reviews of these books will be published as space 
permits. 


SYSTEMIC ASSOCIATIONS AND TREATMENT OF SKIN 
DISEASES. By Kurt Wiener, M.D., Dermatologist, Mount Sinai Hos- 
pital, Deaconess Hospital, Saint Michael’s Hospital, Milwaukee, Wis- 
consin, Cloth. Pp. 556, with illustrations. Price $17.00. The C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis 3, 1955. 

This textbook immediately impresses the reader with the 
thoroughness of its dissertations. In fact it is so thorough that 
a student might well become confused with the multiplicity of 
vpinions cited on a single subject. As an example, after almost 
tree pages of discussion of acne in its relation to endocrine 
etiology and treatment, the author states: “The systemic hor- 
monal treatment of juvenile acne is not promising and innocu- 
cous enough to be used routinely.” However, reading the dis- 
cussion preceding this statement cannot help but enhance one’s 
comprehension of the intricacies of the problem of acne. 

In spite of the completeness of the presentations, the author 
has apparently made a definite effort to avoid the confusion 
which often results from the too frequent citation of references 
hy the names of authors. References are identified by number, 
and each chapter has its own complete list. 

The book is an excellent reference source in various ways. 
The only disease that we would have expected to be included, 
which is not, is sarcoidosis, which is only mentioned in the 
discussion of therapeutic uses of ACTH and cortisone. This 
book covers almost every method of therapy and every opinion 
on the various systemic associations of cutaneous disease that 
have ever been published. 

This book, which is concerned with the relationship of der- 
matology and general medicine, is a companion to the author’s 
previous text, “Skin Manifestations of Internal Disorders,” 
which described the skin changes accompanying internal or 
systemic diseases. The book is divided into two parts: Systemic 
Association of Skin Disease, which is composed of twenty- 
eight chapters, and Systemic Treatment of Skin Diseases, 
which is made up of fifteen chapters. In these last the physi- 
ology and the chemistry of medications are given in detail. 

This text should be acquired by dermatologists and intern- 
ists, and it would provide an excellent secondary reference for 
physicians in general practice. 


A. P. Uxsricnu, D.O. 
D. Koprince, D.O. 


PRACTITIONERS’ CONFERENCES Held at The New York Hos- 
pital-Cornell Medical Center. Vol. 1. Edited by Claude E. Forkner, 
M.D., F.A.C.P., Professor of Clinical Medicine, Cornell University 
Medical College; Attending Physician, The New York Hospital. Cloth. 
Pp. 411. Price $6.75. Appleton-Century-Crofts, 35 West 32nd St., New 
York 1, 1955. 

The publication of this book is an outgrowth of a series of 
conferences held at the New York Hospital-Cornell Medical 
Center. These conferences and the publication of what took 
place in them are part of a commendable effort to expand the 
sphere of usefulness of the fine teaching facilities present in 
New York City. The meetings were primarily intended for 
general practitioners, but many specialists also attended them. 
Discussion in the group was encouraged with considerable suc- 
cess, so that the book is more a compilation of group discus- 
sions than formal lectures. 

In this volume the practitioner will find useful presenta- 
tions of a number of troublesome problems frequently encoun- 
tered in his daily practice. Some of the subjects discussed 
include The Harmful Effects of Tobacco, Acute and Chronic 
Sinusitis, Nodules in the Breast, Asthma, Headache, Influenza 
and Primary Atypical Pneumonia, and Disorders of the Feet. 


Book Reviews 


The comments are quite thorough and reflect thoughtful ap- 
proaches to the subjects. As an example, the conference on 
The Harmful Effects of Tobacco made a valiant, and largely 
successful, effort to sift fact from fiction and present a true 
picture of what is known and what can be legitimately inferred 
about the harmful effects of tobacco. The use of cigaret filters 
is discussed (it was concluded that in the light of present 
knowledge their value, if any, is unknown) and the advertising 
technics of the tobacco companies were commented upon. 

At the end of each section, an outline of the conclusions 
that may be logically drawn from the conference is written by 
the editor of the volume. 

This book offers a valuable, easily read, intelligent discus- 
sion of the subjects presented. It is not indexed, which is hard- 
ly surprising when one considers its nature and content. It is 
of only limited value as a reference manual, but that, in this 
reviewer's opinion, in no way detracts from its worth. 


MINOR SURGERY. By John E. Sutton, M.D., F.A.C.S., Assist- 
ant Clinical Professor of Surgery, Cornell University Medical College; 
Diplomate American Board of Surgery. Cloth. Pp. 334, with illustra- 
tions. Price $7.00. The McGraw-Hill Book Company, 330 W. 42nd St., 
New York 36, 1955. 

The author of this work recognizes that the dividing line 
between major and minor surgery is a fine and indefinite one, 
and makes it plain that he thinks it is unfortunate that the term 
“minor surgery” is often taken to mean surgery that is neither 
demanding nor difficult. The discussion is more a consideration 
of general principles underlying minor operative surgery than 
an atlas or outline of specific operations. There is a good de- 
velopment of procedures connected with the care of the types 
of cases that ordinarily fall into the domain of minor surgery, 
including sections on anesthetics and antibiotics. On several oc- 
casions, differentiation is made between minor surgical proce- 
dures that can be properly carried out in the office and those 
that should be done in the hospital. 

In line with recent suggestions in the literature that the 
doctor usually knows little about first aid, an entire chapter is 
devoted to the subject. The first aid outlined in this chapter is, 
strictly speaking, not minor surgery in its usual sense. How- 
ever, it becomes obvious with reading that application of the 
sort of technic advocated here may well make it possible to 
handle injuries with the use of minor surgery rather than hav- 
ing to resort to more formidable procedures. Indexing is ade- 
quate, and the book as a whole is clearly and readably written. 


PATHOLOGY. By Peter A. Herbut, M.D., Professor of Patholo- 
zy, Jefferson Medical College, and Director of Clinical Laboratories, 
Jefferson Medical College Hospital, Philadelphia. Cloth. Pp. 1227, with 
illustrations. Price $16.00. Lea & Febiger, Washington Square, Phila- 
delphia 6, 1955. 

This is a new pathology text which has many features in 
common with other texts on the subject, but which is suffi- 
ciently different from them to more than justify its existence. 
It seems probable that there can be no such thing as too many 
good textbooks in the field of pathology which is, after all, a 
basic subject. 

This book follows the pattern of discussing general condi- 
tions in the early part of the text, with descriptions of specific 
entities following. The early chapters are devoted to considera- 
tions of congenital anomalies, degenerations, inflammations, 
physical disturbances, and tumors. Following this, the specific 
conditions are classified by major organs or body systems. Be- 
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cause of the limitations of space, the presentations of the var- 
ious problems follow a rather rigid and undeviating form. 
While this does nothing to enhance the readability of the work, 
it does have the advantage of making it a more convenient and 
useful reference in which to find specific information. 

A feature, too infrequently seen, is an entire chapter de- 
voted to considerations that apply to the autopsy. This chapter 
includes the laws related to bodies of the deceased as a special 
form of property, and the procedures and requirements in- 
volved in obtaining permission for an autopsy. Special atten- 
tion is paid to the legal distinctions involved in the variations 
in permisson required when it is obtained from a relative or 
friend, the Coroner or Medical Examiner, or the Anatomic 
Board. A description af the general equipment required for an 
adequate autopsy, including the general nature of a desirable 
autopsy room, is followed by a discussion of the actual technic 
involved in performing the examination. The description of the 
technic is brief and to the point, yet sufficiently detailed that a 
doctor who follows it should be able to perform a creditable 
necropsy even if he has never done one before. A separate sec- 
tion is devoted to the special considerations involved in the 
medicolegal autopsy, and another is devoted to restoration of 
the body to make it suitable for the mortician’s administrations. 


The book is well written and copiously illustrated. The 
illustrations are of uniformly good quality. The indexing is 
well done, with sufficient detail to make it thoroughly useful. 


REFLECTIONS ON RENAL FUNCTION. By James R. Robin- 
son, M.D., Ph.D., (Cantab.), Assistant Director of Research, Depart- 
ment of Experimental Medicine, Medical Research Council and Univer- 
sity of Cambridge; Fellow and Assistant Tutor of Emmanuel College. 
Cloth. Pp. 163. Price $3.50. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1955. 


This is a clear, well-written treatise intended to familiarize 
the reader with what is now known about kidney function. The 
author has not hesitated to differentiate between what is known, 
what is not known, and what can only be implied, but he has 
succeeded in being clear without being arbitrary. The general 
physiology of the kidney is well developed, and specific atten- 
tion is paid to the functions of sodium and water excretion, 
control of acid-base balance, regulation of renal function, and 
control of the volume of body fluids. While there is nothing 
in the book that will serve as an immediate practical answer 
to any specific problem in handling renal disorders in everyday 
practice, there is much that will give the reader a sufficiently 
improved understanding that the solutions of problems becomes 
easier. The book is based on a series of physiology lectures 
given by the author at the University of Cambridge, and the 
flavor of the lectures appears to be well preserved. The hook 
is eminently readable as well as informative. 


LIVING BONE IN HEALTH AND DISEASE. By Irvin Stein, 
A.B., M.D., F.A.C.S., F.1.C.S., Assistant Professor of Orthopaedic 
Surgery, University of Pennsylvania; Chief of Orthopaedic Surgery, 
Philadelphia General Hospital, Albert Einstein Medical Center (Southern 
Division), and Doctors Hospital, Philadelphia; Consultant Orthopaedic 
Surgeon, Eagleville Sanatorium; Visiting Orthopaedic Surgeon, -Chil- 
dren’s Seashore House, Atlantic City, N.J.; Fellow of the American 
Academy of Orthopaedic Surgeons and of the American Geriatrics So- 
ciety; Diplomate of the American Board of Orthopaedic Surgery; Ray- 
mond O. Stein, A.B., M.D., F.I.C.S., Associate in Orthopaedics, 
Hahnemann Medical School, Affiliate; Chief of Orthopaedic Surgery, 
Doctors Hospital and Sidney Hillman Medical Center, Philadelphia; 
Assistant Chief of Orthopaedic Surgery, Philadelphia General Hospital; 
Associate in Orthopaedic Surgery, Albert Einstein Medical Center 
(Southern Division); Fellow of the American Academy of Orthopaedic 
Surgeons and of the American Geriatrics Society; Diplomate of the 
American Board of Orthopaedic Surgery; and Martin L. Beller, A.B., 
M.D., Instructor in Orthopaedics, Hahnemann Medical School, Affiliate; 
Assistant Chief of Orthopaedic Surgery, Philadelphia General Hospital; 
Adjunct, Orthopaedic Surgery, Albert Einstein Medical Center (South- 
ern Division); Associate Orthopaedic Surgeon, Doctors Hospital, Phila- 
delphia; Fellow of the American Geriatrics Society; Diplomate of the 
American Board of Orthopaedic Surgery. Cloth. Pp. 510, with illus- 
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trations. Price $15.00. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1955. 

From an academic point of view it has long been known 
that bone is a living substance which is in essence an organ 
system in the body, but this has frequently been ignored in 
practice, with bone being often thought of as a sort of inani- 
mate framework upon which the body parts are draped. This 
book is a largely successful attempt to consider bone in health 
and disease as the organ system it is. The subject is treated 
from a dynamic point of view, and the text flows smoothly in 
its earlier parts but tends to become disjointed in the portions 
dealing with specific bone conditions. This is no discredit to the 
present work, because it seems inevitable in any consideration 
of numerous separate disease entities, but it does have an un- 
fortunate effect on the readability of the material. 

The first portion of the book is given over to a discussion 
of the normal structure and function of bone, including its 
metabolism and interrelationship with other organ systems of 
the body. The development of osseous tissue is described with 
admirable clarity and an appreciation of its continually chang- 
ing character throughout life is presented to the reader. 

In the second portion of the book, bone in a state of dis- 
ease is discussed. The conditions dealt with are arranged ac- 
cording to the general type of disfunction they have in com- 
mon. The third part of the text is developed as a detailed 
diagnostic classification of bone diseases. 

The writing in this text is clear and readable. Numerous 
illustrations are presented which are useful and of good qual- 
ity. The material is arranged in logical order, and the indexing 
is thorough and useful. The book should be of definite value 
to anyone who deals with problems arising from the skeletal 
system of the body. 


MIGRAINE AND PERIODIC HEADACHE. 
proach to Successful Treatment. 
M.R.C.S., L.R.C.P., Honorary Physician, Migraine Clinic, Putney 
Health Centre; Clinical Assistant, King Edward VII Hospital, Wind- 
sor. Ed. 2. Cloth. Pp. 128. Price $2.50. William Heinemann Medical 
Books, London. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1954. 

The publication of this monograph is another example of 
a small, almost pocket-sized text confined to discussion of one 
small area of practice. This is not to deny its usefulness, but 
only to point out that the physician using this book can become 
quite well informed about migraine and periodic headaches and 
nothing else, which is, after all, the intent of the book. 

The author makes the point that migraine and periodic 
headaches have been frequently ignored in practice because of 
the “just a headache” philosophy. It is obvious to anyone who 
has treated this type of problem that there is no likelihood that 
it represents a serious threat to life or permanent disability, 
but it should be equally obvious that the victim suffering an 
attack may consider life hardly worth living. 

Adequate discussion is offered of diagnosis, prognosis, ex- 
amination of the patient, and treatment. A number of illustra- 
tive case reports are included by way of explanation througl: 
example, and a separate chapter is given over to consideration 
of the treatment of the severe attack. This should be a useful! 
hook in its sphere. 


A Modern Ap- 
By Nevil Leyton, M.A. (Cantab.), 


SURGERY OF THE AMBULATORY PATIENT. By L. Kraeer 
Ferguson, M.D., F.A.C.S., Professor of Surgery, Graduate School of the 
University of Pennsylvania; Professor of Surgery, Woman’s Medical 
College of Pennsylvania; Surgeon, Graduate Hospital of the University 
of Pennsylvania, Woman’s Medical College Hospital, Philadelphia Gen- 
eral Hospital and Doctors Hospital; With a Section on Fractures by 
Louis Kaplan, M.D., F.A.C.S., Senior Attending Surgeon, Albert Ein- 
stein Medical Center, Southern Division; Clinical Professor of Surgery, 
Hahnemann Medical College; Formerly Associate in Surgery, University 
of Pennsylvania; In Charge of the Fracture Division of the Surgical 
Outpatient Department, Hospital of the University of Pennsylvania. Ed. 
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3. Cloth. Pp. 866, with illustrations. Price $12.00. J. B. Lippincott 


Company, East Washington Square, Philadelphia 5, 1955. 

Technics and procedures in the field of ambulatory surgery 
are presented in this comprehensive survey. The conditions dis- 
cussed are met regularly in the office or outpatient clinic, and 
the methods of treatment described are those which the author 
has found to be best. It is intended particularly for physicians 
caring for patients in industrial, military, or hospital dispen- 
saries, for instructing students in outpatient surgery, and for 
general practitioners in the diagnosis and treatment of office 
patients. 

The volume is divided into three parts: (1) surgical prin- 
ciples and lesions, (2) regional surgery, and (3) the musculo- 
skeletal system. The first consists of a general discussion of 
typical lesions and a description of their cause, course, and 
care. In the second part, common surgical lesions of the specific 
parts and methods of treatment are detailed. In the final sec- 
tion, fractures and dislocations and their treatment in ambula- 
tory patients are discussed. 

Much of the material has been rewritten and brought up 
to date in this third edition. The chapter on anesthesia has been 
completely revised, with emphasis placed on drugs, methods, 
and procedures which can be used for office or home treat- 
ment of patients. Included also are the latest evaluations of 
antibiotics and suggestions for their dosage and administration; 
ihe newest accepted treatment of venereal disease; new material 
on the office urologic patient; use of adrenal hormones in bur- 
sitis, ganglion, trigger finger, and pruritus ani; and informa- 
tion which is not generally available on human, snake, and dog 
hites and on rabies. 


CLUES IN THE DIAGNOSIS AND TREATMENT OF HEART 
DISEASE. By Paul D. White, M.D., Consultant -in Medicine, Massa- 
chusetts General Hospital; Past Clinical Professor of Medicine, Har- 
vard University, Boston, Massachusetts. Cloth. Pp. 186, with illustra- 
tions. Price $5.50. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1955. 

The usefulness of this book is easily apparent to the 
reader, but difficult to describe. It is not a comprehensive 
treatise on either diagnosis or treatment of heart disease. It is 
rather a systematized compilation of erudite “helpful hints” by 
a man who is eminently well qualified to offer them. 


It has often been charged by students that the primary 
shortcoming of physical diagnosis in its usual form is that, by 
the time the classic signs and symptoms can be elicited, it is 
usually too late to give the patient much help. An intelligent 
and successful effort is made in this book to lessen the validity 
of such a charge. A number of the clues considered here can 
be classed with the signs and symptoms frequently presented to 
the physician by an anxious patient, but which at first glance 
seem to have no particular diagnostic value. This should be a 
useful book. It is certainly a readable one. 


Christopher's MINOR SURGERY. Edited by Alton Ochsner, M.D., 
F.A.C.S., William Henderson Professor of Surgery and Chairman of 
the Department of Surgery, Tulane University of Louisiana School of 
Medicine; and Michael E. DeBakey, M.D., F.A.C.S., Professor of Sur- 
gery and Chairman of the Department of Surgery, Baylor University 
College of Medicine. Ed. 7. Cloth. Pp. 547, with illustrations. Price 
$9.00. W. B. Saunders Company, West Washington Square, Philadel- 
phia 5, 1955. 

This is the seventh edition of the classic text originally pre- 
pared by Dr. Frederick Christopher. It contains the useful 
material of the older editions, with additions of much new ma- 
terial. In it, minor surgery is defined as follows: “Minor sur- 
gery generally connotes surgical therapy of lesions offering 
little or no immediate or potential threat to life, which may be 
treated with the patient on an ambulant status.” This also 
describes most of the scope of the book, except that additional 
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material is offered concerning nonsurgical therapy that accom- 
panies the conditions dealt with. There has been considerable 
revision of the text, but the book remains as useful as ever. 


STUDIES ON FERTILITY. Including papers read at the Con- 
ference of the Society for the Study of Fertility, London, 1954. Being 
Volume VI of the Proceedings of the Society. Edited by R. G. Harrison, 
M.A., D.M., Derby Professor of Anatomy in the University of Liver- 
pool. Cloth. Pp. 151, with illustrations. Price $4.25. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1955. 


This book replaces the annual publication of the Proceed- 
ings of the Society for the Study of Fertility which previously 
has been in journal form. It consists of selected papers from 
the Society’s annual conference and other papers of high stand- 
ing. It is the first of what is intended to be an annual, or more 
frequent, volume. Included are discussions of the latest results 
of research in this field. 


THE MAYO CLINIC. By Lucy Wilder. Ed. 2. Cloth. Pp. 69, 
with illustrations. Price $3.75. Charles C Thomas, Publisher, 301-327 
FE. Lawrence Ave., Springfield, Ill., 1955. 


The first edition of this volume was written in response to 
visitors to Rochester, Minnesota, who demanded “something 
about the Mayo Clinic.” This, the second edition, is a delight- 
ful littlke monograph describing the past, the present, and future 
plans for the Mayo Clinic and Mayo Foundation. The charm- 
ing line drawings were sketched from a real line of patients 
“going through” the Mayo Clinic. 


OPERATIVE TECHNIC IN GENERAL SURGERY. Edited by 
Warren H. Cole, M.D., F.A.C.S., Professor of Surgery and Head of the 
Department, University of Illinois College of Medicine; Chief Surgeon, 
Illinois Research and Educational Hospitals, Chicago. With 67 contribut- 
ing authors. Introduction by Frank H. Lahey. Ed. 2. Cloth. Pp. 973, 
with illustrations. Price $20.00. Appleton-Century-Crofts, 35 West 32nd 
St., New York 1, 1955. 


Subjects included in this text are more strictly in the 
realm of and of interest to the general surgeon, but they will 
be found of value to the young surgeon training in the various 
surgical specialties. 

Contributing authors have made extensive changes in their 
chapters, and many new illustrations are included. Three new 
chapters have been added: the first, on blood transfusions and 
allied problems, the second on gastrointestinal surgery in in- 
fancy and childhood, and the third on the appendix. 

Chapters on thoracic and vascular surgery, usually includ- 
ed in general surgery, will appear in the second volume, on 
special surgery. Three chapters included in the first edition 
will also appear in the second volume. 

The thirty-six contributing authors represent all sections of 
this country. 


THE BIOLOGIC EFFECTS OF TOBACCO. With Emphasis on 
the Clinical and Experimental Aspects. Edited by Ernest L. Wynder, 
M.D., Head, Section of Epidemiology, and Associate, Sloan-Kettering In- 
stitute for Cancer Research; foreword by Joseph Garland, M.D., Editor, 
The New England Journal of Medicine. Cloth. Pp. 215, with illustra- 
tions. Price $4.50. Little, Brown & Company, 34 Beacon St., Boston 6, 
1955. 

Because of recent emphasis on the possible relationship of 
tobacco and tobacco smoke to human health, this hook was 


334 


compiled to present to the medical and scientific professions a 
summary of the evidence along with detailed references. 

Chemistry and pharmacology of tobacco and tobacco smoke 
are discussed. Chapters on the effects of tobacco and tobacco 
smoke on the cardiovascular system, on neoplastic diseases, on 
the gastrointestinal tract, and on allergy are included. A chap- 
ter has also been devoted to cause and effect because of the 
significance of statistics in establishing some of the associations 
described. 

More recent works have been critically reviewed by the 
various authors, and they have stressed the negative as well as 
the positive associations. It is pointed out, however, that new 
findings may challenge some of the data in the text but ‘that 
much of the material is based on such extensive experimental 
and clinical evidence that there is little likelihood of its being 
uprooted. 


CLINICAL BIOCHEMISTRY. By Abraham Cantarow, M.D., Pro- 
fessor of Biochemistry, Jefferson Medical College; Formerly Associate 
Professor of Medicine, Jefferson Medical College, and Assistant Phy- 
sician, The Jefferson Hospital, Philadelphia; and Max Trumper, Ph.D., 
Formerly Lecturer in Clinical Biochemistry and Basic Science Coordi- 
nator, Naval Medical School, National Naval Medical Center, Bethesda, 
Maryland, Ed. 5. Cloth. Pp. 738, with illustrations. Price $9.00. W. B. 
Saunders Company, West Washington Square, Philadelphia 5, 1955. 


The original purpose of this book was to aid in making 
the correlations between the literature of so-called fundamental 
biochemistry and physiology and that of clinical medicine. The 
purpose remains the same although the wide gap between the 
two has narrowed considerably during the nearly 25 years 
since the first edition. 

Because the clinician of today understands the terms and 
concepts of biochemistry, the normal aspects of metabolism and 
biochemical mechanisms are discussed at a more advanced level 
than in the early editions. 

The present edition has been almost completely rewritten. 
Some of the topics on which much new material has been added 
are: liver function, kidney function, plasma protein abnormali- 
ties, biological significance of nucleic acids, uric acid metabo- 
lism, porphyrin metabolism, biochemical aspects of diet, iodine 
metabolism, lipoproteins, fatty liver, potassium metabolism, 
acid-base balance, and endocrine functional balance, particularly 
thyroid and adrenal. 

There is a thorough index consisting of 100 pages. 


PRACTICAL FLUID THERAPY IN PEDIATRICS. By Fon- 
taine S. Hill, M.D., Assistant Professor of Pediatrics, University of 
Tennessee College of Medicine, Memphis; Staff Member of the John 
Gaston Children’s Hospital and the LeBonheur Children’s Hospital. 
Cloth. Pp. 275. Price $6.00. W. B. S ders Company, West Wash- 
ington Square, Philadelphia, 1954. 


With the increasing attention that is being paid to the 
treatment of patients afflicted with fluid and electrolyte imbal- 
ances, it has become obvious that in this, as in many other 
respects, the child is not just a miniature version of an adult. 
This book was written with that in mind. The author has noted 
three primary differences between adults and children in con- 
siderations of fluid and electrolyte balance: (1) the daily ob- 
ligatory water exchange is relatively greater in infants and 
children than in adults; (2) fever, diarrhea, and vomiting are 
most commonly seen in pediatrics practice and are of more 
pressing importance than in adults; and (3) renal adjustment 
of imbalances of electrolytes and fluids is relatively inefficient 
in children, particularly in young infants. These differences 
have been considered in determining the indications for therapy 
and its application. 

The first portion of the book is devoted to general discus- 
sions of the basic physiologic principles involved in fluid and 
electrolyte therapy and their clinical significance. The second 
portion discusses specific applications along this line. The third 
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portion of the book is given over to a practical discussion of the 
technics of obtaining blood samples and administering fluids. 
The writing is clear and even, organization of the subject 
matter is good, and the indexing is adequate. This should be a 
useful book for anyone practicing pediatrics. 


SHEARER’S MANUAL OF HUMAN DISSECTION. Edited by 
Charles E. Tobin, Ph.D., Associate Professor of Anatomy, The Univer- 
sity of Rochester School of Medicine and Dentistry. Ed. 3. Cloth. Pp. 
287, with illustrations. Price $6.00. McGraw-Hill Book Company, 330 
W. 42nd St., New York 36, 1955. 


This is the third edition of a manual of human dissection 
which does a creditable job of what it sets out to do. Its intent 
is to provide a practical laboratory manual which will fit the 
needs of today’s student who has only a limited amount of time 
to spend on dissection and who is not likely to be a skilled dis- 
sector before he enters the laboratory. The descriptions are 
“brief and simple, and the author consistently remembers his 
original object. 


CARDIAC EMERGENCIES AND HEART FAILURE. Prevention 
and Treatment. By Arthur M. Master, M.D., Cardiologist, Mount Sinai 
Hospital, New York, N.Y.; Associate Clinical Professor of Medicine, 
College of Physicians and Surgeons, Columbia University; Marvin 
Moser, M.D., Assistant Physician in Medicine, Montefiore Hospital, 
N.Y.; Adjunct Physician in Medicine (Cardiology), Grasslands Hospital, 
Valhalla, N.Y.; and Harry L. Jaffe, M.D., Assistant Attending Physi- 
cian, Cardiology, Mount Sinai Hospital, New York, N.Y.; Lecturer in 
Medicine, College of Physicians and Surgeons, Columbia University. 
Ed. 2. Cloth. Pp. 203, with illustrations. Price $3.75. Lea & Febiger, 
Washington Square, Philadelphia 6, 1955. 


This is a small book, intended to be easily portable and 
available as a quick reference. The subject has been well cov- 
ered, with sufficient detail to make the book useful and sufficient 
brevity to make it easy to use. Numerous problems are dis- 
cussed, including cardiac arrhythmias, congestive failure, coro- 
nary insufficiency and occlusion, syncope, rheumatic fever, 
hypertensive encephalopathy and crises, aneurysms, trauma, and 
surgical emergencies in cardiovascular diseases. A number of 
useful illustrations are included. The Table of Contents is suf- 
ficiently detailed to be of maximal usefulness, and the Index is 
thorough. This book should prove useful for physicians who 
encounter cardiovascular emergencies in their practices. 


CLINICAL ORTHOPAEDICS. Number Four. Anthony F. DePal- 


ma, Editor-in-Chief. Cloth. Pp. 240, with illustrations. Price, single is- 
sue, $7.50; sustaining, $5.00. J. B. Lippincott Company, East Washing- 
ton Square, Philadelphia 5, 1954. 


The excellence of this series is continued with the appear- 
ance of this volume. If it can be continued in the future with 
the same high degree of quality that it has exhibited to date, 
the series will be of inestimable value to those who deal with 
orthopedic problems. The first section of the current issue is 
devoted to considerations of joint fractures and dislocations, 
and, as has previously been the case, the second section deals 
with general orthopedic topics. 


THE PHYSICIAN AND THE LAW. By Rowland H. Long, 
Member Massachusetts and New York Bars; Lecturer in Forensic 
Medicine, New York University Post-Graduate Medical School. 
Pp. 284. Price $5.75. 
New York 1, 1955. 


This book is reviewed in this issue of THE JouRNAL in the 
columns of the Bureau of Public Education on Health. 


Cloth. 
Appleton-Century-Crofts, 35 West 32nd Street, 


